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According to the Healthy People 2020, blacks and African Americans account for only 
15.2% of the population in the United States. Yet, as a group, they have the poorest health status 
indicators in the nation (Xu et al., 2010). If the health status indicators are to improve for the 
black population, faith-based ministries can play a role in improving the health of communities 
through education and member engagement. In particular, black churches serve many social, 
organizational, and religious functions, offering opportunities for promoting healthy behaviors 
(Baruth, Wilcox, Bopp & Saunders, 2008). The purpose of this systems change project was to 
launch a health ministry in a small suburban church that serves mainly African Immigrants. The 
focus of the healthcare ministry was to educate its members on health, wellness and chronic 
disease prevention. 
Results of the project showed statistical significant (P < 0.05) change in knowledge in 
chronic disease prevention pre and post intervention. This was evident in the areas of 
hypertension, fruits and vegetable servings per day, amount of time needed for daily exercise, 
and agreement with the statement that anxiety and depression can be treated. Two results that 
were not statistically significant (P > 0.05) in change in knowledge were in the area of fasting 
blood glucose and anxiety and depression are treatable condition. 
The results of this study provided evidence that healthcare ministry can play a role in 
engaging communities of faith and play a role in health promotion and preventive health 
initiatives. The results also provided some insights for researchers and practitioners focused on 
use of team based collaborative approach at the community level. 
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Health Ministries within faith-based organizations are becoming increasingly popular 
settings for conducting health promotion programs. The interventions through this venue may 
hold promise for reducing disparities among racial and ethnic groups (Baruth, Wilcox, Laken, 
Bopp & Saunders, 2008). Faith-based ministry is understood to consist of a broad range of 
health activities that are delivered through collaboration with the church and aimed at 
improving the health of the parishioners (Anderson, 2004; Cantanazario, Meador, Koening, 
Kubchibbatka, & Clipp, 2007).  Levin (2014), points out that the earliest hospitals were 
indeed established by religious denominations such as the Catholics, Methodists, Jewish, 
Adventists, Presbyterians and Lutherans.  He further asserts that faith based organizations 
have played an extensive role in health promotion, health care delivery and public health since 
the 1970’s.  Despite this extensive history, faith based organizations represent a longstanding 
yet underutilized resource health promotion. 
Advent of faith-Based Health Ministries 
 
Faith-based health initiatives moved into the public spotlight with President 
Bush’s “executive orders” that established a White House Office on faith-based and 
community initiatives. The “executive order” mandated that the Department of Health and 
Human Services (DHHS) explore means to fund such initiatives. (Institutional Religious 
Freedom Alliance, 2014). The initiative recognized that the link between spiritual health and 
physical health is strongly held by many people of faith. Therefore, faith-based partnerships 
are opportunities to expand health initiatives using the strength of a person’s spiritual 
orientation (Kotecki, 2002; Levin, 2014; Lumpkins, Greiner, Daley, Mabachi & Neuhaus, 




2013; Nordvedt & Chapman, 2011). Counter to Faith/Parish Nursing which is more inclusive 
of nurses within the same denomination providing care for members of a congregation, Faith 
based health programs bring persons of different faiths and backgrounds together to plan, 
implement, and receive the benefits of the program. An additional difference is that unlike 
Faith Community Nurses (FCN) that are often certified in parish nursing, faith-based health 
ministries often utilize lay health advocates, leaders and coaches to run the programs 
(Kotecki, 2002; Palpant, 2009; Williamson & Kautz, 2009). Attributes seen in the practice of 
faith community nursing includes the integration of faith, health promotion, management of 
diseases, coordination of care, empowerment of clients and aiding clients in accessing 
healthcare with the nurse-client relationship being the central focus (Wright, Main, & 
Branstetter, 2015). 
Problem Statement and Significance 
 
According to Healthy People 2020, blacks in America account for only 15.2% of the 
population in the United States US, yet as a group, have the poorest health status indications in 
the nation (Xu et al., 2010). If health status indicators are to improve for the black population, 
faith-based ministries can play an important role in improving the health of communities through 
education and member engagement. In particular, black churches serve many social, 
organizational, and religious functions, offering unique opportunities for promoting healthy 
behaviors (Baruth et al., 2008). This project aims to first understand faith community health care 
education needs while launching a faith-based ministry. Additionally, project objectives were to 
deliver quality health education on the chronic diseases prevalent in African Americans and 
indigenous Africans and to increase the community’s knowledge regarding resources and their 
ability to access them. 




The Situation: Erosion of the Healthy Immigrant Effect 
 
It is a well documented that African immigrants are usually in better health upon 
arrival to US than their African American (AA) counterparts but this health advantage 
erodes over time (Antecol & Bedard, 2006). This phenomenon is known as “the healthy 
immigrant effect” or HIE (Reed, Andrazejewski, Luke, & Fuentes, 2010). However, over 
time, as African immigrants assimilate into the American culture, they develop some of the 
chronic diseases prevalent in this country. This theory assumes that immigrant health 
declines with longer residence in the U.S. because of poorer health behaviors and health 
risks that reflect Americanized lifestyles (Ro, 2014). In this study, Ro asserts that exposure 
to unhealthy health behaviors in this country are a key mechanism of the negative 
acculturation theory. 
One area of documented health behavior in the literature examines health services use 
with the longer duration of stay in the U.S. (Ro, 2014). For instance, immigrants visit the 
doctor more and have more access to care. This may lead to unnecessary tests and procedures 
which are in inherit in US health system. Furthermore, societal prejudices and biases that affect 
indigenous blacks’ health status also engulf African immigrant communities. As noted by the 
American heart Association (2011), the prevalence of hypertension in blacks in the U.S. is 
among the highest in the world (Heidenreich, Trogdon, Khavjou, & Butler, 2011). Antecol & 
Bedard in their (2006) study similarly concluded that the rising rate of chronic diseases such as 
hypertension, obesity, diabetes and heart disease in the immigrant population is of great 
concern to policy makers. The reason for concern is the new cases add to the already strained 
health care system and the limited amount of resources. 




Chronic Disease Prevalence 
 
According to the American Public health Association (2010), seven out of 10 deaths 
among Americans each year and over 75% of direct healthcare cost in the United States is 
from the result of a chronic disease. Bodenheimer , Chen, & Bennet (2009) further estimates 
that in 2005 alone, 133 million Americans were living with at least one chronic disease 
condition. In 2020, this number is expected to grow to 157 million (Bodenheimer et al., 
2009). The authors further assert that the healthcare burden is increasing and is felt more 
strongly in minority and low-income populations. The worrisome part of this report is the 
striking gap between the high prevalence of chronic conditions among people who are below 
the federal poverty level compared to the average prevalence in the general population.  Not 
surprisingly, the proportion of the population diagnosed with chronic conditions increases 
with age (Bodenheim et al., 2009). 
The American Heart Association (2015) drawing on a number of data sources 
estimated that a total of 64.4 million Americans have one or more types of cardiovascular 
disease. Hypertension (HTN) alone, defined as systolic blood pressure above 140 mm Hg 
and/or diastolic pressure greater than 90 mm HG accounts for afflictions in fifty million 
people (American Heart Association [AHA], 2015). Coronary heart disease affects 13.2 
million people, manifesting as acute myocardial infarction in 7.8 million and as chest pain 
syndrome in 6.8 million (AHA, 2015). Cardiovascular disease, including stroke, accounted 
for around 40% of all deaths in the U.S. in 2001 and were considered a contributing factor in 
another 20% (Centers for Disease Control and Prevention, 2014b). Finally, the Centers for 
Disease Control (CDC) projects that the number of people living with diabetes is expected to 




double in the next 25 years from 24 million to 48 million. Similar increases have been 
forecasted for virtually every common chronic condition. 
Reasons for the increased prevalence of chronic diseases and conditions are 
multifactorial, which may include the aging population plus a rise in disease-specific factors 
such as obesity (Bodenheimer et al., 2009). When compared to 10 European countries, the 
prevalence of diseases such as HTN, heart disease, diabetes and obesity was markedly lower 
in Europe than in the U.S. (Bodenheimer et al, 2009). This difference as suggested by the 
authors may be attributed to a healthier diet, low obesity rates and lower poverty rates in 
Europe than in the U.S. especially among racial and ethnic populations who suffer higher 
mortality rates than other populations (CDC, 2011). 
The High Cost of Chronic Diseases 
 
The costs associated with chronic disease are staggering. In a 2010 report by the 
American Public Health Association (2010), approximately $ 107 billion is spent on heart 
disease alone while diabetes care amounts to $51 billion and HTN related diseases $43 
billion. Indirect cost such as loss of productivity amounts for $95 billion for heart disease, $69 
billion for diabetes related illness and $25 billion for HTN related illness respectively (APHA, 
2010). Direct cost of care was determined by reviewing insurance payments and other 
payments to individual providers and provider organizations for care episodes, payment for 
medications, medical equipments, and medical supplies. Indirect costs, according to the report 
are more difficult to determine and are highly dependent on definition and philosophy. These 
expenses can be broadly defined in terms of morbidity and mortality costs. Morbidity costs 
were defined as lost economic output from days of missed work and imputed costs for 
homecare by family members or others not in the labor force (APHA, 2010). Mortality costs 




also encompassed projected economic losses, assuming that the individual would have 
remained gainfully employed over his or her estimated lifetime (APHA, 2010). 
The issue of chronic disease is not going to go away. Experts predict that the number 
of affected people will increase as will health care costs (APHA, 2010). According to a 2011 
CDC report, many of the deaths from chronic illness could have been delayed, and quality of 
life improved, though health promotion education and behaviors. Risk reduction measures 
such as decreasing blood pressure and cholesterol levels through dietary changes, smoking 
cessation, and increased physical activity are all effective means of chronic disease prevention 
(CDC, 2011). 
Disparities in Health Care 
 
According to the Centers for Disease Control and Prevention (2014), chronic diseases 
present major health problems nationwide. All populations are affected by the three main 
chronic diseases; diabetes, cardiovascular disease and hypertension related diseases. 
However, more minority populations and African Americans experience a high rate of death 
and disability as an end result of chronic disease (CDC, 2014b). As an illustration, in a recent 
report, Minnesota touted to be one of the healthiest states in the nation, lags far behind when 
compared to the other states in terms of the overall health of its minority populations 
(Minnesota Department of Health, 2012). Populations of color and American Indians in 
Minnesota experience poorer health in several areas. Overall, they experience shorter life 
spans, higher rates of infant mortality, higher incidences of diabetes, heart disease, and 
cancer, as well as other diseases and conditions (MDH, 2012). According to this report, these 
disparities also affect Minnesota’s newly arrived immigrants and refugees. In other cases, the 
health disparities among these populations are the highest in the nation. It is important to note 




that mortality rates for Minnesotans overall are lower than the nation as a whole; however, for 
certain segment of the local population, including Native Americans, Asian Americans, and 
African American females, mortality rates for heart disease or strokes are higher than the rates 
for the overall states’ population (MDH, 2012). 
The Minnesota Department of Health (2012) identifies disparities in diabetic outcomes 
in Minnesota. Compared to Caucasians, African Americans, Hispanic/Latinos, and Native 
American are one and a half to five times likely to die from diabetes and its complications 
(MDH, 2012). The diabetes death rate among Asian Americans is increasing faster than 
among any other racial or ethnic group. It is important to note that among people with 
diabetes, kidney failure is two to six times greater in populations of color; limb amputations 
are four times greater in Native Americans; and eye disease is two times greater in 
Hispanics/Latinos, and 40-50% greater in African Americans (MDH, 2012). 
Effectiveness of Interventions 
 
Given these statistics above, an effective, robust public health intervention and disease 
prevention strategy to decrease the prevalence of chronic diseases in our populations is 
needed. It is imperative that the rate of chronic health morbidity is decreased in minority 
populations. There is evidence pointing to the effectiveness of public health intervention and 
measures in the downward trending of these chronic disease conditions. For example, the 
Diabetes Prevention Study showed that lifestyle changes can prevent diabetes (Russell, 2009). 
The Diabetes Prevention study provided diet, and exercise plans, backed by nutritionists’ 
visits and physical training sessions to middle-aged overweight persons at risk. Over a four- 
year period, only 11% of those in the program developed diabetes, compared to 23% in the 
control group. Similarly, “Healthy Changes” a community self-management based diabetes 




program that uses culturally sensitive and relevant interventions facilitated by trained peer-led 
groups, had similar results (Gore, Williams, & Sanderson, 2012). 
State diabetes prevention and control programs, partially funded by the Centers for 
Disease Control and Prevention, have been associated with noticeable improvements in 
diabetes prevention and treatment (CDC, 2011). Findings from the “Let’s Get Moving: Let’s 
Get Praising” health promotion project implemented by a congregational nurse in a North 
Carolina African American church showed increased awareness of stroke and heart disease 
prevention through health behavior changes (Williamson, & Kautz, 2009). Faith-Based, 
successful prevention and management of chronic diseases will not only decrease the high 
cost associated with care, but also the morbidity and mortality rates for individuals affected by 
them. 
Return of Investment 
 
Experts agree that investing in prevention strategies in the management of chronic 
diseases can indeed improve health outcomes across populations and decrease healthcare 
costs across the board (Agency for Healthcare Research and Quality, 2008). Nuckolos et al. 
(2011) found that the cost of care for improved diabetes control was $830.39 annually as 
opposed to $503.38 for those with poor disease control, but calculated the cost effectiveness 
ratio to be $44,869 per quality adjusted life year (2009 US dollar) for those with controlled 
diabetes based on their HgbA1C <8 percent. 
A November 2008 report by Health Management Associates documented the total 
amounts of savings associated with chronic disease management had to do with the reduction 
in hospitalizations particularly readmissions and emergency room  usage. According to this 




report, appropriate intervention and patient targeting once applied, could yield savings of 
 
$424 million annually to Medicare. 
 
Churches serve a vital role in African American communities and may be effective 
vehicles for health promotion (Edwards et al., 2012). The faith-based ministry could 
potentially assist in decreasing cost through outreach to its communities through health 
promotion, education and disease prevention. 
Healthcare Mandate 
 
Chronic diseases pose particular challenges for medical and healthcare systems. As 
people live longer, chronic diseases have skyrocketed, accounting for nearly 75% of the 
nation’s annual $2 trillion health expenditure (Kaiser Family Foundation, 2015). However, 
our current healthcare system remains largely designed to treat people with acute problems 
and often provides fragmented care (Kaiser Family Foundation, 2015). Incorporating 
programs such as self-management geared towards chronic disease management will enable 
persons living with these conditions to experience a certain degree of quality of life.  The 
Agency for Healthcare Research and Quality (AHRQ, 2010) asserts a healthcare system 
redesign that will implement a Chronic Care Model as well as the Patient Centered Medical 
Home (PCMH) that can be used independently or together to reorganize care delivery for 
improving patient outcomes (Pikes, Genevro, Scholle, & Torda, 2011). Using these models in 
healthcare redesign can produce better care for patients, while improving clinical and 
financial performance for health systems (AHRQ, 2011). Therefore, an initiative such as a 
faith-based health ministry can reach populations in their places of comfort and educate about 
healthcare in their own context. 




Legal and Political Mandate 
 
With the passage of the Patient Protection and Affordable Care Act of 2010, a major 
section of the law (Title IV) addresses national prevention and public health and establishes a 
set of interventions to help improve the health of the U.S. population (The Patient protection 
and Affordable Act of 2010). Congress specifically tasked the Department of Health and 
Human Services and the Centers for Disease Control and Prevention to provide national 
leadership in the health status of all Americans (Nordtvedt, & Chapman, 2011). The CDC in 
2014a identified the Change Tool in the community change process. This tool is to enable 
local stakeholders and community team members to survey and identify community strengths 
and areas for improvement regarding current policy, systems, and environmental change 
strategies. There are three main areas of the tool: Policy Change includes rules, policies, and 
procedures designed to guide or influence behavior; Systems Change is change that will 
impact all elements, including social norms of an organization; Environmental Change is 
physical, social, or economic factors designed to influence people’s practices and behaviors. 
More than just the individual behavior in other words, affects community health. According to 
this tool, multiple conditions and factors determine health decisions, not just individual 
behavior. Therefore, building healthy, safer communities will take government involvement to 
improve the health of all Americans. 
Determinants of Health and Social Justice 
 
The single cause of poor health outcome in the U.S. today is chronic disease (CDC, 
2013). Evidence further reveals that the most powerful predictor of whether persons will develop 
a chronic disease is their socioeconomic status (Bell et al., 2010; Braveman et al., 2010, Sequist 
et al., 2008; White et al., 2009). Health is more than being sick. The Minnesota Department of 




Health (MDH) defines health as a resource for everyday living. It is the ability to realize hopes, 
satisfy needs, change or cope with life experiences, and participate fully in society. Health is 
therefore, influenced by important factors such as the physical environment, health practices and 
coping skills, health care services and social and economic environment (the social conditions or 
social determinants of health) in which they live their daily lives (MDH, 2014). The 
socioeconomic factors are the core of the social determinants of health. Generally speaking, 
people with higher income enjoy better health and live longer through their ability to afford 
healthier foods and increased activity level. As a result, people with a higher income suffer less 
from chronic diseases. Moreover, research shows that individuals with higher incomes suffer less 
from chronic stress, which interacts with the immune and neurological system to set up risk 
factors for many chronic diseases (Longley, 2012). Due to the huge socioeconomic disparity, the 
dignity of human life remains under constant attack as the value of life is being threatened by 
inequalities of society (Catholic Social teachings, 2005). 
It is clear that successfully addressing health disparities cannot be done without also 
addressing the social and economic conditions that influences health status. Therefore, 
interventions for chronic disease prevention must also look at factors such as access to medical 
care and reduction in certain high-risk behaviors in combination with broader efforts to increase 
socioeconomic status and reduce racial discrimination in eliminating health disparities (MDH, 
2014). 
An effective chronic disease prevention program is about equity in health care. For 
example, health disparities in Minnesota have led to high prevalence, complications and death 
rates of those who have diabetes; a preventable chronic disease that is more prevalent in racial 
and ethnic minorities in the state. These disparities clearly violate the principles of social justice 




by allowing unnecessary suffering by the most vulnerable citizens of society (Rawls, 2003). 
Studies conducted to date point to the conclusion that discrimination and racism plays a crucial 
role through factors such as restricted socioeconomic opportunities and mobility, limited access 
to and bias in medical care, and residential segregation. All of these factors in turn limit access to 
social goods and services, while exposing the poor and less privileged to environmental hazards 
and chronic stress (MDH, 2012). 
Limited access to medical care and services for the poor and vulnerable; racism and 
discrimination equates to failure of communities to care for the less fortunate in their midst. 
Communities have to make conditions favorable for all of its members to grow and become 
productive. In other words, there should be options for individuals to fare well in their immediate 
environment and given the chance to reach their highest potential in life. 
The Doctor of Nursing practice (DNP) curriculum and this Systems Change Project 
(SCP) is deeply rooted in the imperative to seek out inequalities in the health care system, and 
create a vehicle for change that can be self-sustaining and transformative. The opportunity to 
improve the health and lives of a local church community occurs with this project. 
Framework of Research Project: Healthy People 2020 
 
The framework of this Systems Change Project (SCP) is based on Healthy People 2020 
(CDC, 2015; Office of Disease Prevention and Health Promotion, 2014). The four goals of 
Healthy People 2020 are to (1) Attain high-quality, longer lives free of preventable disease, 
disability injury and premature deaths; (2) Achieve health equity, eliminate health disparities and 
improve the health of all groups; (3) Create social and physical environments that promote good 
health for all; and (4) Promote quality of life, healthy development, and healthy behaviors across 
all life stages (HHS, 2014). Healthy People 2020 builds on three decades of work, which 




improves the health of all groups, and reflects increasing interest and importance of health 
promotion to improve health. Given these points, this SCP will incorporate health promotion and 
disease prevention information for the four major diseases for the population of study. This 
information will also include information related to lifestyle and both the individual’s and 
community’s responsibility for health. 
Undoubtedly, chronic disease prevention is among the most demanding wellness program 
because of the numerous lifestyle changes that individuals have to make in their daily lives to 
stay healthy. However, such interventions may hold promise for reducing health disparities 
among racial and ethnic groups (MDH, 2012). 
This project aims at creating a health ministry that will not only empower individuals but 
also families and the church community. This will be achieved through the awareness of the 
causes and risk factors for chronic diseases. Prevention methods and information on access to 
resources and health care within the community will also be important goals of the health 
ministry. 
Faith-Based Health Promotion Programs 
 
According to Baruth, Wilcox, Laken, Bopp, & Saunders (2008), churches are becoming 
increasingly popular settings for conducting health promotion programs. Many health promotion 
and disease prevention interventions have been conducted through faith-based organizations over 
the past 20 years (Baruth et al, 2008). Faith-based initiatives are inherently different from parish 
nursing. Faith-based community usually brings community members, local congregations and 
church leaders together. A faith–based community usually provides the leadership, supportive 
friendship, and awareness that can help encourage individuals to make healthy choices, seek 




medical help when needed, and encourage intervention or screening in the face of physical 
symptoms, addictive behavior, or injury (Nordvedtv, & Chapman, 2011). 
One such study “The Recipe for Health” educational initiative was designed to increase 
knowledge of diabetes prevention and management in African Americans in a rural Alabama 
church (Gore, Williams, & Sanderson, 2012). By providing culturally competent information, 
training, and skill-building, activities to lay leaders of the church, diabetes knowledge was 
increased in the church community. In the “Let’s get moving: Let’s get praising” project that 
took place in an African American church in North Carolina, HTN, stroke risks, diabetes and 
obesity prevention were the main themes covered. The project was not only successful in 
increasing awareness of stroke and heart disease but also the need for improving diet and 
increasing physical activity (Williamson, & Kautz, 2009). 
In summary, faith-based communities are generally governed by norms that emphasize a 
holistic approach to people along a collective desire to improve and enhance the well-being of 
each of its members, which are linked with willingness to assist with virtually any area of need 
or concern (Nordtvedt, & Chapman, 2011).  In African American communities, the church 
members obtain support and the ability to experience a sense of individual mastery over issues 
that concerns them (Austin, & Harris, 2011). In essence, the African American church has the 
ability to empower individuals who in turn are capable of surmounting any difficulty they 
confront (Austin & Harris, 2011). Therefore, faith communities and health professionals can be 
dynamic partners in achieving health promotion outcomes. An important role for the health 
professional is to provide awareness of the need for change in behaviors that are detrimental to 
one’s health. The health professional can also provide leadership and encourage relationship 
building and communication, through the implementation of a faith-based ministry. Faith-based 




communities mostly rely on face-to-face interaction and social relationships in an environment of 
mutual concern and support making this element very attractive for the SCP. A wellness 
program in such an environment is likely to exhibit strong social support with the potential to 
provide support for health improvement and personal growth. 




This Doctor of Nursing Practice (DNP) project took place at a local community church in 
a small mid-western city. The church was established in December 2000 under the Southern 
Baptist Faith to serve the growing African immigrant community in this suburban community. 
Membership currently stands at 250 adult members.  The purpose and mission of the church is to 
serve God in the community by celebrating the goodness of the Lord through joyful worship, 
leading unbelievers to personal faith in Christ, nurture them, equipped them to become 
intentional witnesses through evangelism and missions. 
Problem Statement 
 
In the African American communities, the church community remains the primary source 
of social support and community leadership. As a group, African Americans, on average tend to 
have relatively high levels of religious involvement, and suffer a higher burden of chronic 
disease conditions than other groups. Churches are well-accepted sites for health care education. 
This DNP Systems Change Project (SCP) has originated from a dialogue with the 
community leaders and senior pastor at this local community church. Since the majority of the 
church’s members are immigrants from Africa, the need for health promotion strategies is 
paramount. The establishment of faith-based ministry with a focus on health promotion and 
disease prevention can be successfully implemented within this local community church. It is 








The purpose of this SCP was to launch a health ministry within a local community 
church that will focus on education, disease prevention and dissemination of health care 
knowledge to community members. 
Research Question 
 
How does the initiation of faith-based ministry and education intervention on chronic 
illnesses change the knowledge level in a faith-based community? 
Need Assessment 
 
A church wide survey was conducted to get a sense of chronic disease knowledge among 
church members 18 years and older. The focus was on major chronic disease prevalent within the 
(predominantly African immigrant) community such as diabetes, hypertension, cardiovascular 
disease and health promotion. An educational program was then developed based on the 
responses of survey participants. The education was presented in two thirty minutes’ sessions. 
The final session launched the health ministry that consists of five team members and senior 
leadership. This program was designed to meet the goals of Healthy People 2020, which is to 
improve the quality of life by focusing on preventable diseases and decreasing health disparities 
among African immigrants in this suburban community. 
Project Objectives 
 
The objectives of this project are to: 1) Launch a faith-based ministry 2) Provide health 
promotion and chronic disease education to improve the quality of life, and 3) decrease 
knowledge disparity in the local church community 






1. Develop a partnership among the health education team and the congregation 
 
2. Provide ongoing education about major chronic diseases over one month. 
 
3. Increase participant’s knowledge about community resources and ability to access 
them. 
Definition of Terms 
 
African American Persons of African descendants 
 
Immigrants Persons born and raised or partially raised outside of the U.S. 
Chronic Disease A long lasting condition that can be controlled but not cured 
Faith-Based organization Institutions or organizations such as a religious denomination, 
a local church congregation, synagogue or mosque. 
 
HgbA1C Glycosylated hemoglobin, the average blood glucose level for 
the preceding three month period, expressed in percent. 






The purpose of this systems change project was to initiate a health ministry in a small 
suburban church and educate its congregation on health, wellness and chronic disease 
prevention. Three theories framed the project: the theory of human caring (Watson, 2010), the 
eight stage process for systems change (Kotter, 1996), and the process of Community-Based 
Collaborative Action Research (CBCAR) (Pavlish, & Pharris, 2012). Elements from each theory 
have direct application to issues addressed in this project, especially the challenges faced by 
individuals who are community health care ministry workers for the community in which the 
change is being implemented. 
Jean Watson’s Human Caring Theory 
 
Jean Watson developed her Human Caring theory between 1975 and 1979 from views of 
nursing in combined with educational, clinical, and social psychology perspectives (Parker, & 
Smith, 2010). Watson’s theory is grounded in the basic emphatic relationship between the nurse 
and the patient and advocates for relationship-based nursing (Neil, 2002; Watson, 2010). From 
this perspective, Watson (2010) explicates that nursing’s values, knowledge, and practices of 
human caring are geared towards subjective inner healing processes. This focus requires unique 
caring-healing arts and a framework called the “carative factors”. Within this framework, the 
caring professional has to cultivate a caring consciousness as integral to the healing process that 
requires self-development and ongoing personal growth (Caruso, Cisar, & Pipe, 2008). 
As she continued to evolve her theory, Watson introduced the concept of clinical caritas 
processes, which have now replaced her carative factors. The reader will be able to observe a 
spiritual dimension in these new processes. According to Watson (2001), the word “caritas” 




originates from the Greek vocabulary, meaning to cherish and to give special loving attention as 
evident in the nurse-patient relationship. In all, the caritas processes comprises of 10 elements 
(Watson, 2008). These 10 processes and their relationship to this SCP are outlined next. 
Humanistic-altruistic system of value:  This element opens to connectedness with self, 
others, environment and the universe. When applied to this SCP, this concept will allow the 
members of the health ministry to treat themselves and others with kindness. It also 
acknowledges acts of kindness and respect for others; all attributes that will ultimately translate 
into genuine concern for oneself and others. 
Instillation of faith and hope: The second element allows the team members to be 
authentically present at all times thereby enabling and sustaining the individual community 
member’s belief system. It also creates a way for team members to instill hope and trust in the 
congregation by being available to meet the needs of others. 
Cultivation of sensitivity to oneself and others: The third element of the caritas when 
applied to the SCP stresses the importance of the team members in terms of their sensitivity 
towards self and others.  By being respectful of individual practices, and beliefs allows for 
personal growth. 
Development of helping-trusting relationship: The fourth element supports the need for 
team members to develop a helping, trusting, caring relationships with members of the 
congregation as well as other members of the health ministry team. 
Expressing positive and negative feelings: The fifth element of the caritas for example 
urges team members to be not only present, but to also be supportive in times of expression of 
both positive and negative feelings. This permits team members to become deeply connected 
with members of the congregation, spiritually. 




Creative problem-solving caring process: The seventh element encourages team 
members to creatively use self and all available knowledge as a part of the caring process. This 
concept integrates creative problem-solving methods to successfully meet the needs of others. 
Transpersonal teaching-learning: This concept allows team members to engage in 
genuine teachable-learning experiences that will share and promote knowledge, individual 
growth, empowerment and healing opportunities for clients and for self. Professional 
development and spiritual growth also happens in the process (Caruso, 2008). 
Provision for a supportive, protective, and/or corrective mental, physical, societal, and 
spiritual environment: When applied to this SCP, this eighth concept of the caritas process 
creates a healing environment at all levels (physical, societal and environmental), whereby 
wholeness, beauty, comfort, dignity and peace of individuals are enhanced. This provision also 
potentiates human dignity. 
Assistance with gratification of human needs: This concept of the caritas process 
encourages team members to respectfully assist clients with basic physical, emotional, and 
spiritual needs by caring for others while respecting their need for privacy in the process. 
Allowance for existential phenomenological forces: The final process of the caritas 
process allows the unknown to unfold. In this stage, team members will be able to acknowledge 
their own feelings as well as that of church members. There is allowance for discovery of 
possibilities and miraculous life-death events. 
Watson (2010) further made the connection between curative and caritas, which invokes 
love. This allows love and caring to come together for a new form of deep transpersonal caring. 
This relationship between love and caring connotes inner healing for self and others, extending 
to nature and the larger universe, unfolding and coevolving human in the universe. 




Using Watson’s “human caring theory”, conventional nursing becomes intentional and 
professional when the nurse practices the caritas process and the relationship becomes authentic. 
Both the patient and nurse undergo a healing process (Watson, 2010). Watson’s theory of human 
caring which has been compared with Parse’s theory of human becoming can guide the 
professional practice of nursing (Lokose, 2011). This theory suggests that caring is a different 
way of being human, present, attentive, conscious, and intentional (Sulima, Welman, Omer & 
Thomas, 2009).  Nursing’s goal is to see individuals within their environment, and work to 
establish strategies and patterns that will promote health and well-being. The Caritas nurse has a 
greater capacity for oneness and authentic connection with the individuals served. In this sense, 
nursing can be a path not only to personal and professional development, but also to spiritual 
growth (Suliman, et al., 2009). 
This system change project has roots in the caritas processes as the leader of this process is 
creating an authentic relationship with church members by launching a health ministry and 
developing a community-based health care team. At the core is the “care” for human processes 
that can attend to self-healing through knowledge and education. The transpersonal caring 
relationship can also be applied to this systems change project which takes place in a healing, 
caring environment; the community where the participants feel safe and secure. 
Kotter’s Eight Stage Process Model 
 
John Kotter, a business professor and expert on leadership, has written extensively on 
change in organizations. His model is based on research and direct observation of organizations 
around the world (Longely, 2012). He acknowledges a paradigm shift in organizations since the 
1960’s from a focus on stability and predictability to one of continuous change and innovation 




(Kotter, 1996). Kotter attributes the need for change to the major economic and social forces that 
have resulted in globalization of both markets and competition. 
Kotter analyzed hundreds of change management in large and small industries over a 10- 
year period and distilled his principles of change into eight strategic steps (Kotter, 1995; 1996). 
He found that all eight steps needs to be present and in the right order for the change process to 
be successful. Kotter acknowledges that the steps also takes time and warns that moving into the 
next step before enough time has been spent on the preceding step will only give the illusion of 
progress. Stage process is therefore detailed and sequenced, with emphasis on the importance of 
completing each step before advancing to the next (Longely, 2012). These eight steps and their 
relationship to this systems change project are outlined next. 
Create a sense of urgency: For any issue or dilemma if a sense of urgency or need is 
not immediately apparent, then change is not felt imperative to act quickly (Courtney, 2010). 
This systems change project and health ministry can achieve this step by merely raising 
awareness to the prevalence of chronic diseases in the African American community and the 
potential for a problem if it were to remain unaddressed. 
Forming a powerful guiding coalition: The stakeholders in this study have created a 
coalition to provide guidance for this systems change project. This includes the church leaders, 
team members, congregation and their individual communities. Of importance is the 
involvement of community members so they can actively promote the coalition’s efforts in their 
community. 
Creating a vision: Having a clear, direct vision is important in any organization where 
the change is being implemented. Kotter (1995) states that this will serve as a way of addressing 
everyone’s concerns in order to motivate participation of all members. 




Communicating the vision: Kotter (1995) asserts that the more outlets are used to 
promote the vision, the more likely stakeholders will show interest that can ultimately translate 
into change. For example, the vision of this systems change project focuses on prevention and 
education that has been effectively communicated to stakeholders involved. This communication 
is conducted through different media formats such as personal conversations, emails, text 
messages education pamphlets and phone calls. 
Empowering others to act on the vision: This step according to Kotter (1995) is the 
most difficult to achieve. The coalition must overcome obstacles; disabling change as removing 
the obstacle creates momentum. One foreseen obstacle with this project was the resistance to 
change and dealing with behaviors that are short-lived at best. Once achieved, this step 
empowers the stakeholders to complete remaining steps. 
Planning for and creating short-term wins (Kotter, 1995). A short-term goal of this 
project is to have a strong coalition that supports their vision, which will in turn encourage the 
congregation to participate. Participation will ultimately translate into community engagement 
that will subsequently lead to change. 
Consolidating improvements and producing still more changes: Credibility increases 
when goals are met. Kotter (1995) explains, this stage requires coalitions to use their increased 
credibility to continue the change on a large scale. At this stage, the systems change project 
requires an evaluation of its successes to ensure vision for the ministry is intact. 
Institutionalizing new approaches:  Kotter (1995) explains here that leaders must 
recognize what change agents are successful and to continue on that path. This would be an 
opportunity for the systems change project to expand from the church community into the local 
community based on its current and /or future successes. 




This system change was guided by Kotter’s theory because of the sense of urgency 
created by initiating a health ministry and creating a health care team within the community. 
Common mission and vision had created a strong coalition where others are enabled to act. The 
theory maintains that successful translation is largely the result of strong leadership and is 
marginally associated with good management (Kotter, 1995). Kotter clearly defines leadership, 
and argues convincingly that management is less essential component of successful change 
because it is too isolated and removed from vision formation (Longley, 2012). 
Community-Based Collaboration Action Research 
 
Community-based collaborative action research (CBCAR) is a relationship-based research 
process that requires partnered planning, sustained commitment, equitable benefits, and common 
desire to address structural health barriers (Morgan et al., 2014; Pavlish, & Pharris, 2012). 
CBCAR assumes that wisdom surrounding solutions to health problems and systems 
inadequacies reside in the groups of people most affected by the concern (Cacri-Stone, 
Wallerstein, Garcia, & Minkler, 2014; Morgan et al., 2014; Pavlish, & Pharris, 2012). As an 
action-based and relational process, CBCAR assumes that knowledge is related to power and that 
power is related to change. 
These assumptions (see Appendix A) reveal that the world is an undivided whole, in 
which we are all intimately connected as one. Health is manifested in the patterns of interactions 
between people and their environments. Further, nurses’ senses of common humanity and 
professional ethical stance compel them to work for social justice and human rights wherever 
inequalities exists. When working with people, nurses understand that individuals and 
communities have the best insights into their own situations. Based on these assumptions, change 




is seen as emergent and transformational; it is not predetermined or prescribed (Cacari-Stone, 
Wallerstein, Garcia, & Minkler, 2014; Morgan et al., 2014; Pavlish & Pharris, 2012). 
To this end, CBCAR is grounded in social justice and human rights. Nursing, by its very 
nature is committed to protect and promote the health, particularly for the most vulnerable. This 
commitment places nurses in a position of perceptually responding to the pressing needs before 
them, yet there is mandate to take on a more ecological approach to assure the health of the 
population (Pavlish, & Pharris, 2012; Viswanathan, et al., 2009). CBCAR utilizes a wide 
ecological lens to uncover inequalities and the absence of basic of basic human rights and 
addresses these issues. Therefore, CBCAR strives for full inclusion of the most marginalized 
voices and protection from ill effects. 
This systems change project is grounded in the assumptions proposed by the CBCAR. The 
project sought to identify and address the health needs of the church community through 
education and prevention methods. By doing so, the project sought to promote human dignity 
and flourishing since the education is being provided in the participants’ own environment. 
Similar to CBCAR, this system change project also incorporates the individual and their specific 
environment. Meeting the patient in their own environment is an essential component of a 
successful nurse-patient relationship that will ultimately lead to a successful disease prevention 
and health promotion. 
Literature Review 
 
Role of Faith-based Health Ministries 
 
Much of the literature on the incorporation of evidence-based guidelines into practice 
refers to the utilization of faith-based ministries as a vehicle for health promotion, intervention 
and behavioral change. The church is highly regarded as one of the most trusted institutions and 




has been instrumental in building effective screening and disease prevention programs 
(Lumpkins, Greiner, Daley, Mabachi, & Neuhaus, 2013). Faith-based health promotion 
interventions and church-based health promotion programs have shown to significantly impact 
several health behaviors among African Americans (Campbell et al., 2007; Edwards, Hooten, 
Bruce, Toms, Lloyd & Ellison, 2012; Lumpkins et al., 2013; Lewis-Washington, & Holcomb, 
2010). Moreover, the black church is the only institution that has consistently served the interest 
of the African American community (Rowland, & Isaac-Savage, 2014). Furthermore, since 
social justice appears as a theme and concern in the traditions of many churches, it is only 
appropriate that, among other things, the church should address the issue of health education and 
interventions (Rowland, & Isaac-Savage, 2014). Truly, the church is a unique institution because 
it can empower its members spiritually, resulting in the adoption of new beliefs (Austin, & 
Harris, 2011). Because of this, the church may create an empowering environment to address the 
myriad of health issues its members and the African American community confronts (Austin & 
Harris, 2010). 
Indeed, some African American cultures tend to believe that there is a connection 
between spiritual and physical health and are more receptive to health promotion and disease 
prevention programs held in religious institutions. Familiarity and trust it seems, plays a major 
role in this belief among this population ((Lewis-Washington, & Holcomb, 2010). Religious 
support undoubtedly plays a significant role in health-related outcomes. 
Development of faith-based health ministries was catalyzed in 2003 by the American 
Cancer Society healthy diet program, “Body and Soul” (Austin, and Harris, 2011). Since its 
inception, faith-based health ministries broadened its goals by including wellness and providing 
visible reminders to promote healthy lifestyle habits, motivating congregational groups to raise 




awareness of health issues, and identify and strengthen relationships with community health 
agencies (Austin, and Harris, 2011). Adopting a health awareness that integrates body, mind, and 
spirit, the health ministry has offered health promotion activities including breast and colon 
cancer screenings, flu shots for neighboring elders, domestic violence training, and Medicare 
drug prescription education (Austin, and Harris, 2011). Faith-based communities also can 
provide a broad range of social and relational opportunities to move people toward improved 
social health (Nordtvedt, & Chapman, 2011). 
Change and Empowerment Capacity of the Black church 
 
Black churches in the African American community have as long a legacy and presence, 
providing a range of engagement opportunities and promoting the potential for growth and 
change in the individual. Because of this, the church may create an empowering environment to 
address the myriad health issues its members and the black community confronts (Austin, and 
Harris, 2011). Equally important is that the church continues to operate as the pseudo-family 
where congregants and non-members alike receive social support, avowal, and, have the freedom 
to worship from a cultural perspective (Moore, 2011). The black church has often collaborated 
with hospitals, professional associations, university-based researchers, and local and state health 
departments to deliver programs (Austin and Harris, 2011; DeHaven, et al., 2004). 
The church is composed of a wide range of volunteers who support its operation through 
committee work. An individual might gain a sense of empowerment through efforts of the 
committee. Simultaneously, an empowered individual may impact the church committee, the 
broader congregation, and neighboring community. This empowerment may lead to community 
efficacy, identified as shared expectations and mutual engagement that results in shared beliefs 
among members (Austin, and Harris, 2011). Because faith-based organizations typically consist 




of individuals similar in backgrounds and values, social networks thrive in these settings (Holt et 
al., 2013). As a result, black churches today have evolved into a multi-faceted organization, 
serving not only the needs of members, but also the surrounding communities through various 
partnerships that involve educational, social welfare, social justice and health programs 
(Lumpkins et al., 2013).  In addition, the population and leadership of black churches tend to 
have a strong relationship based on mutual trust (Francis, & Liverpool, 2009). Consequently, the 
health ministry in the black church is a promising vehicle for community efficacy. These factors 
make the church a natural venue to facilitate health awareness and disease prevention (Austin, 
and Harris, 2011). 
Pastoral Involvement 
 
Pastors are the guiding force in the black churches. Because they are viewed as respected 
gatekeepers, pastors are well-suited for organizing and invigorating change in the health 
disparity efforts. Thus, pastors play a critical role in the success of health promotion programs 
(Baruth et al., 2008). The communication of the pastor is influential to members of the church 
because of his or her leadership role and what it represents for the community. This leadership 
role often extends beyond spiritual and religious communication and includes health advice 
(Lumpkins et al., 2013). It is also important to realize that the pastor’s intervention by way of 
communication in the church becomes not only a message from a trusted individual and one that 
is considered a spiritual guide but also a conduit of information from a higher authority- God. 
Members see the pastor as an individual who interprets sacred text and as an advocate for 
adhering to God’s word (Lumpkins et al., 2013). For this reason, a person of deep faith will 
experience a disconnection when he or she does not adhere to values that reflect sacred text 
(Anshel, 2010). 




Research indicates that pastors with congregational health ministries were significantly 
more involved in health promotion and disease prevention activities than those without health 
ministries; however, those without health ministries were willing to become involved if they had 
adequate resources (Cantazaro, Measdor, Koening, Kuchibhatla, & Clipp, 2007; Carter-Edwards 
et al., 2012). Lumpkis et al. (2013) proposed the pastor’s role as an intervention to impact health 
behavior among people of faith and theorized that both the pastor coupled with the influence of 
religious institutions help individuals of faith make positive health decisions. Therefore, on all 
levels of prevention care, pastors are in a position to address the needs of the community 
(Lumpkins et al., 2013). Levin (1986) conceptualized the role of the black pastor in health 
behavior change as integral and multidimensional. The pastor takes on a health-related social 
change role, adapting his duties as the prevention indicates. This involvement places the pastor in 
an active role in preventive medicine on multiple levels including tertiary, secondary, and 
primary levels of prevention. These health-related roles have made pastors ideal people to take 
part in planning, promoting and delivering preventive health care in the black community (Levin, 
1986). Levin (1986) states that on a tertiary level, pastors are agents who serve as liaisons 
between hospitalized patients and their families. On the secondary level, they serve the role as a 
spiritual “diagnostician” which extends to physical and psychological health and healing in 
primary care settings; churches serve as primary care centers. At the primary level, they are 
involved in health education interventions and health promotion. Pastors, being part of multiple 
levels of prevention, are leaders in the black church and thus, it is important to incorporate their 
role as health-behavior change agents into the duties of the church (Levin, 1986). 






Parish nursing is a community-health nursing role developed in 1983 by Lutheran 
chaplain Granger Westberg. Operating in churches, parish nurses promote wellness by 
holistically addressing the physical, emotional, and spiritual needs of the congregation (Miskelly, 
1995). It is a model of nursing that focuses on the health promotion and disease prevention 
within a faith community (Brundenell, 2006). The Faith Community Nursing (FCN) role 
embodies integration of health promotion and holistic care. FCNs draw upon the community 
outreach model as they have grown as a response to the inequality of healthcare delivery 
(Monay, Mangione, Sorrell-Thompson, & Berg, 2010). FCN’s have a unique role in the 
community.  They are the translators who are able to speak the language of science and the 
language of religion; they help integrate the whole person approach into health care (Bard, 
2006). The goal of FCN as defined by the American Nurses Association “is the protection, 
promotion and optimization of health and abilities, prevention of illness and injury, and 
responding to suffering within the context of the values, beliefs and practices of a faith 
community”, such as a church, congregation, parish, synagogue, temple, or mosque (ANA, 2005, 
pg. 7). FCN is a health promotion, disease prevention role based on the care of the whole person 
and encompassing seven functions (Bard, 2006). The seven FCN functions are integrators of 
faith and health, health educator, personal health counselor, referral agent, trainer of volunteers, 
developer of support groups and health advocate. 
In the context of the congregation, the nurse is uniquely approachable about problems the 
person maybe hesitant to discuss with other members of the church’s staff or with a primary 
health provider. By providing a therapeutic presence and skilled assessment of situations, the 
nurse can refer people to appropriate resources and educate them in order to prevent further 




problems (Bard, 2006). Therefore, FCNs like members of a church health ministry are in unique 
positions to act as the translators between the scientific communities of the health care system 
and members of religious communities. They can act as agents in the prevention and 
management of chronic diseases and other problems. Consequently, they can help restore the 
healing mission to faith communities and help the nursing profession reclaim the spiritual 
dimension of nursing care (Bard, 2006). 
Chronic Disease and Wellness Management through Education 
 
In the last three decades, there is a great concern about the rapid growth of chronic 
disease prevalence; in particular the prevalence of multiple chronic conditions, poses a 
significant burden on the health of Americans (Ruiz, Brady, Glasgow, Birkel, & Spafford, 2014). 
To address this concern, the U.S. Department of Health and Human Services (DHHS; 2010) 
released the report Multiple Chronic Conditions: A Strategic Framework to provide a blue print 
for optimum health and quality of life for this growing group. One of the four primary goals of 
the framework (Goal 2) addresses self-management care, which is defined as tasks that 
individuals must undertake to live with chronic conditions, such as having the confidence to deal 
with medical management, role management, and emotional management which is crucial to 
chronic condition care (Ruiz et al., 2014).  Goal 2 focuses on maximizing the use of proven self- 
management interventions, including self-management support, defined by the IOM (2004) as 
the systemic provision of education and supportive interventions by health care or other 
providers to strengthen patients’ skills and confidence in managing their own health problems. 
This support includes regular assessment of progress and problems, goal setting, and problem 
solving support (Ruiz et al., 2014). 




Most chronic disease management activities happen outside the premises of a hospital or 
a doctor’s office or clinic. Many argue that the patient’s active involvement in taking charge of 
his/her own chronic disease improves the outcomes (Ghosh, Khuntia, Chawla, & Deng, 2014). 
The diabetic management process for example involves several steps. First, the patient needs to 
know the level of the disease progression. Second, the patient should needs to understand what 
must be managed, such as the control of glycemic levels in the body (Ghosh et al., 2014). 
Education shapes intentions towards management of the disease. In other words, education 
enables the patient to derive meaning for the disease management (Sutton, 2008). Review of the 
literature suggests that patients may slowly alter their health-related behaviors; however, with 
higher perception, they can explore more meaning in the disease management process (Ghosh et 
al., 2014). This requires health literacy. According to the Institute of Medicine (IOM), health 
literacy is a degree to which individuals can obtain process and understand basic health 
information and services needed to make appropriate heath decisions (Peterson et al., 2011). Low 
health literacy level influences chronic disease management. Low health literacy and knowledge 
of one’s chronic disease may lead to greater misunderstanding of medications and therefore, with 
less ability to perform successful self-management of chronic disease (Peterson et al., 2011). 
Community-Based Chronic Disease Management and Prevention 
 
Recent emphasis on evidence-based practice has affected population-wide strategies for 
the prevention of chronic diseases. However, such strategies are typically not effective at 
reaching minority groups and other underserved communities who may be socially and 
linguistically isolated from mainstream campaigns and programs (Arsita et al., 2014). In an effort 
to reach minorities and underserved populations, the Centers for Disease Control and Prevention 
has implemented the use of Policy, Systems, and environment (PSE) improvement approach for 




prevention (Arsita et al., 2014). A PSE improvement approach moves away from focusing on 
individual behavior to improve health and instead PSE focuses on changing policies, systems and 
the physical environment. A PSE improvement aims to make large, population-wide impact to 
prevent chronic diseases. Funded through the CDC’s Racial and Ethnic Approaches to 
Community Health (REACH); PSE improvements takes place in schools, faith-based 
institutions, cultural or language schools, and refugee community centers with the focus on 
community health education (Arista et al.). 
In 2010, a report by the Institute of Medicine (IOM) highlighted the complexities and the 
need for chronic disease management for individuals with multiple chronic conditions (U.S. 
Department of Health and Human Services, 2010). In its report, the IOM in 2010 recommended 
The Chronic Care Model (CCM) as a way to improve chronic illness care, which includes 
healthcare organizations, community resources, self-management support, delivery design, 
decision support, and clinical information (DHHS, 2010). However, few studies have addressed 
the community resources and policies components of the CCM (Stellefson, Krishna, & Stopka, 
2013). The CCM as supported by the World Health Organization introduces preventive efforts, 
social determinants of health and enhanced community participation as core components of 
chronic disease care (Rapley, and Davidson, 2010). The CCM can be delivered through churches 
as it can reach and educate its congregation through health care ministries. 
People require various forms of support to self-manage chronic disease and several 
programs have been developed to provide this support and training. The Sanford-based Chronic 
Disease Self-Management Program (CDSMP), an evidence-based chronic disease self- 
management program helps people with chronic illness gain self-confidence by providing 




information and teaches practical skills in managing chronic health problems (Stanford Patient 
Education Research Center, 2011). 
In addition, the CDC through their 14 Strategic Alliance for Health Communities (SAH) 
have been improving community health through sustainable, innovative, and evidence-based 
community health promotion and disease prevention interventions that lead to policy, systems 
and environmental change (CDC, 2013). Each SAH community works collaboratively with their 
key partners (including representatives from education agencies, community and faith-based 
organizations, businesses, and healthcare sector) to develop policy, systems and environmental 
change strategies that will 1) promote and sustain community-based health education programs 
2) help achieve the Healthy People 2020 objectives (CDC, 2013). 
 
Chronic Care Management Quality Measures 
 
High-burden chronic conditions such as diabetes, hypercholesterolemia and hypertension 
can be addressed through a range of community-based and clinically-based prevention strategies. 
Community-based and clinical outreach that deals with the root causes of chronic disease 
conditions (such as social conditions and physical environment) can manage the existing burden 
(Bauer, Briss, Goodman, & Bowman, 2014).  These prevention strategies create community 
conditions that support health and strengthen links between community settings and health care 
systems to ensure that patients and caregivers have the means to better manage their health 
outside the clinical settings (Bauer et al., 2014).  Improvement in population health can be 
achieved through community prevention efforts that promote healthy behaviors and reduce 
chronic disease (Bauer et al., 2014). Approaches that emphasize the reduction of chronic disease 
burden may improve quality of life, and reduce the need for care. Programs such as the ‘Chronic 




Disease Self-Management Program’ and the ‘National Diabetes Prevention Program’ avert 
disease progression and complications (Bauer et al., 2014). 
A measure of individual general health status often provides information on the health of 
the population. Throughout the decade; Healthy People 2020 guides the general health status of 
the U.S. population (with international comparison) by monitoring life expectancy, healthy life 
expectancy, years of potential life lost, physically and mentally unhealthy days, self-assessed 
healthy status, limitation of activity and chronic disease prevalence (HHS, 2010). 
The population health measures can be categorized into health expectancy, which includes 
measures such as disability-free life expectancy and healthy life expectancy. These measures are 
important indicators to guide the organizational healthcare activities including churches. 
Measuring Chronic Disease Management from the state and Federal Perspectives. 
 
The U.S. Department of Health and Human Services (DHHS) administers a large number 
of federal programs directed towards preventing and managing chronic disease conditions 
through financing health services. The DHHS also delivers care and services to persons with 
chronic conditions and implements programs to prevent and manage chronic diseases (HHS, 
2010). The Patient Protection and Affordable Care Act provide DHHS with new opportunities 
for addressing the prevention of chronic conditions, as well as enhancing the clinical 
management and improving the health status of individuals with chronic diseases (DHHH, 
2010). 
Two new initiatives mandated in the Patient Protection and Affordable Care Act also 
have implications for preventing and mitigating chronic conditions. First, the National Strategy 
for Quality Improvement in Health Care, which includes priorities to improve the delivery of 
health care; and second, the National Prevention and Health Promotion Strategy, which aims to 




bring prevention and wellness to the forefront of national policies (DHHS, 2010). Furthermore, 
by identifying and prioritizing actions across many sectors, the U.S Department of Health and 
Human Services aims to reduce the incidence and burden of the leading causes of death and 
disability (DHHS, 2010). All of these efforts are outlined through Healthy People 2020, which 
has established national health objectives as the basis for the development of state and 
community plans (DHHS, 2010). 
On the state level, the Healthy Minnesota 2020 existing strategic plans provides 
directions for managing specific chronic disease conditions through the Minnesota Department 
of Health (MDH) programs and community partners. An example of this includes the 2011-2020 
Minnesota Heart Disease and Stroke Prevention plan (MDH, 2012). Healthy Minnesota, 2020 
chronic disease management plans align with other statewide and national planning efforts. 
Based on statewide health assessment, the program is built around three themes; a healthy start 
for all, equal opportunities for health and community empowerment for health. It emphasizes the 
importance of eliminating health inequalities and recognizes social determinants, especially in 
early childhood, as fundamental for health in all (MDH, 2012). 
Healthy Minnesota 2020 is also informed by federal strategic planning around chronic 
disease prevention and control. Its objectives follow the format and content from selective topic 
areas in the Healthy People 2020, and aligns with four strategic directions and priorities in the 
National Prevention Strategy: healthy and safe community environment, clinical and community 
prevention services, empowered people, and elimination of health disparities (MDH, 2012). 
Among the twelve objectives described in Healthy Minnesota to achieve in 2020 includes 
cardiovascular disease management with an increased target goal of 50% and diabetes care with 
a target goal of 41%. Optimal care of cardiovascular disease means a well-controlled blood 




pressure and LDL (low density lipoprotein) cholesterol level, daily Aspirin use (unless 
contraindicated) and non-smoking status.  Optimal management in diabetes care can prevent or 
delay complications from diabetes. Optimal management includes blood glucose control 
(HbA1C < 8), control blood pressure (<140/90), LDL cholesterol (<100), being tobacco free and 
taking Aspirin daily (AHA, 2013). 
Translating Research into Practice 
 
Changing individual behaviors and their individual environment is complex and difficult. 
 
Unless barriers to change can be overcome and action taken to change can be overcome and 
action taken to improve the healthy behavior, efforts to develop evidence based practice 
guidelines are wasted (Longely, 2012). A review of several literatures concerning individual 
behavioral change reveals that change is more successful and effective on a community and 
group level than on an individual level (Evans, & Hudson, 2014; Gore, Williams, & Sanderson, 
2012; Williamson, 2009). Learning alone, especially as a single event, is not sufficient to change 
behavior and results in modest improvement in outcomes (Lemelin, Hogg, & Bakersville, 2001; 
Pike, Indge, Leverton, Ford, & Gilbert, 2010; Sperl-Hillen et al., 2010; Stolee et al., 2009). 
Adequately addressing health outcomes among African Americans that effectively reduces and 
ultimately eliminates health disparities will require collaborative, multi-faceted strategies 
(Adderly-Kelly, & Green, 2005; Carter-Edwards et al., 2012) 
Diverse sectors of the community must be involved, through non-traditional partnerships 
and by using culturally competent participatory action methodologies (Adderly-Gelly & Green, 
2005; Carter-Edwards et al., 2012). Arguably, in the context of churches, the most critical to the 
success of the health promotion are the pastors because they serve as “trusted messengers” as 




their endorsement or support of the intervention is essential to the effectiveness of the health 
ministry (Carter-Edwards et al., 2012). 
Summary Recommendations 
 
A review of the literature supports the need for faith-based health ministries as a means 
of disease prevention and health promotion in communities. Research finding indicate that the 
church and the pastor in the African American community can be enlisted to increase 
effectiveness of health programs (Campbell et al., 2007; Dehaven et al., 2004). A growing body 
of evidence on health disparities calls for the need to learn more about culturally appropriate 
interventions. 
Church based health promotion has shown to significantly impact health behaviors 
among African American communities and may be a vehicle for health promotion where disease 
burden is disproportionately greater and healthcare access is more limited than in other 
communities (Carter-Edwards, 2012). Given this, collaborative efforts among community 
members, healthcare professionals, and faith-based institutions can prove valuable in efforts to 
improve community health (Lewis-Washington, & Holcomb, 2010). Therefore, launch of a faith- 
based healthcare ministry with focus on chronic disease prevention holds promise. Social justice 
demands that care be delivered to vulnerable populations that promote human dignity. The 
evidence supports the initiation of this project to launch faith based healthcare ministry to reach 
the congregation rooted in Christian Ministry. Research evidence on chronic disease 
management supports that the education intervention may promote overall well-being and 
spiritual exuberant. 






In this Systems Change Project (SCP), the researcher sought to introduce a health 
ministry within a local community church in a small upper Midwestern suburban city, United 
State that serves predominantly African immigrants. The specific goal of the health ministry is to 
provide community health education in the area of chronic disease prevention. This project seeks 
to increase the knowledge of chronic diseases and to empower the congregation to take control 
of their health through the launching of a health ministry. 
Organization 
 
This project took place at a local community church located in a suburban setting. The 
church was established in December 2000 under the Southern Baptist Faith Denomination to 
serve the growing African immigrant community in this Midwestern suburb. The current senior 
pastor had just completed his doctor of divinity education when he discerned the vision for a 
church that will serve the growing African communities throughout the United States. Surveys 
were conducted in several American cities with large African immigrant populations to get a 
sense of the need for a church in these communities. At the end of the survey period, this 
Midwestern city emerged as the one with the most need based on the growing, vibrant African 
community within the city and the surrounding suburbs. The church finally opened its doors for 
worship on October 8
th
, 2000 with approximately 11 members in worship. At that time, the 
decision was made for a name change that was inclusive of all African immigrants. This name 
change led to increased membership and a church launch on December 17
th
, 2000. The purpose 
and mission of the church is to serve God in the community by celebrating the goodness of the 
Lord through joyful worship, leading unbelievers to personal faith in Christ, nurturing and 




equipping them to become intentional witness through evangelism and missions. Current 
membership of the church stands at 250 adult members. 
Sample 
 
The setting of this project was at a small community church that is only 15 years old. As 
a young church, the congregation consists mainly of young to middle age adults ranging from 
ages 20 to 70 years of age. Social economic status varies among the congregation as most are 
considered to be in the lower middle class to low income category. 
Design 
 
This quantitative descriptive study utilized action research framework. This project evolved 




St. Catherine University Institutional Review Board (IRB) approved the study. Potential 
participants were provided with the information that explained the purpose and structure of the 
project. They were informed that participation was voluntary and that confidentiality would be 
maintained throughout the project. Each participant was given a copy of the informed consent 
prior to the start of the survey period. Confidentiality was maintained throughout the project. No 
identifiable participant data was used in the project. Project data was stored in a locked cabinet at 
the facilitator’s office and was limited to the facilitator and academic advisor. Data destruction 
occurred at the completion of the academic program and presentation of findings. 
The Health Ministry Team 
 
This project was implemented using a team approach. The DNP student led the project 
while three Registered Nurses, a Community Mental Health worker were under the guidance of 




the pastor inducted a “health ministry”. The project was initiated with the announcement by the 
pastor about the launching of a faith-based health care ministry. This announcement was made at 
the end of church for two consecutive Sundays. Three 15-20 minute interactive meetings of the 
health care team were held: prior to the pre-survey phase of the project, following the pre-survey 
phase, and after the first education session. All meetings between the health ministry team 
members and a designated senior church administrator were held after church services. The 
content of the meetings was not shared outside of the sessions, neither were all recommendations 
developed and agreed upon by the five-member health ministry team. Only mutually agreed 
upon decisions were included in the project as this study is based on the CBCAR model. 
Research Question 
 
How does the initiation of a faith-based ministry and an education intervention on 
chronic illnesses change the knowledge level in the faith-based community? 
Outcome Objectives 
 
The project goal was to launch a faith-based ministry. The project aims were to: 
 
1. Develop a partnership among the health education team and the congregation 
 
2. Provide ongoing education about major chronic diseases 
 




The study announcements were made two consecutive Sundays in a row. A self- 
assessment pre-survey measuring participant’s chronic disease knowledge and preventive 
methods was conducted on February 15
th
, 2015 a week prior to the first scheduled education 
sessions. Participants were included if they were church members or regular visitors aged 18 




years and older with English speaking and reading skills. Participants were informed that 
participation was voluntary. Implied consent was completed prior to the education sessions. The 
education sessions were conducted on Thursday evenings at the start of a scheduled bible study 
class. Participants agreed to come to the education session approximately 30 minutes prior to the 
start of bible study class. Prior to the education session, team members met for 15 minutes to 
clarify presentation of education intervention. The decision was made to have team presentation 
in each of the sessions. Education sessions started promptly at 5:30 pm with a devotional prayer 
led by a team member. Participants were then provided with written consent forms that explained 
the purpose of study. They were further informed that participation was voluntary and that 
confidentiality would be maintained throughout the study. Discussion of modifiable and non- 
modifiable risk factors for most chronic disease conditions occurred. Modifiable factors focused 
on obesity prevention, exercise and healthy food choices. Simple exercises such as walking, yard 
cleaning were recommended. Teaching contents included definition of hypertension, normal 
blood pressure, borderline blood pressure and high blood pressure. Strategies to control blood 
pressures to prevent a chronic condition and/or safe management and disease monitoring and 
when to seek medical attention were addressed.  Healthy food choices including healthy African 
food choices were discussed. This session was followed by the topic of diabetes by a second 
health team member. This topic included causes of high blood sugars, the definition of borderline 
diabetes and diabetes. Once again, consent was obtained prior to the start of the education 
session on diabetes. Blood sugar discussions to encourage “knowing your numbers and take 
control of your health” followed by what to report and questions to ask the provider during clinic 
visits. Finally the Hemoglobin A1C value and its importance were reviewed. The last five 
minutes of the session was the question and answer session. Participants had the opportunity to 




ask detailed questions on diabetes and its effects on the body. Education handouts obtained from 
the MDH on self-care strategies on chronic prevention, management and healthy food choices 
were distributed at the end of the session. A post-education survey was obtained. The second 
education session occurred on the following Thursday during bible study. The protocol was 
similar to the initial session with a devotional prayer prior to the start of session at 5:30 pm. The 
initial few minutes again was to reinforce the modifiable and non-modifiable diseases as 
discussed in the first session. This was followed by a session on high cholesterol by a team 
member who once again reinforced teaching on “knowing your numbers and take control of your 
health”. Consequences of uncontrolled levels of triglycerides, high density lipoprotein (HDL) 
and low density lipoprotein (LDL) and the differences between each of these numbers concluded 
this topic. The final discussion of the session covered the topic of stroke. The decision to discuss 
this as a separate topic from hypertension was as a result of the high prevalence of strokes in the 
local community. The risk factors for stroke drove the entire conversation tying it back to 
uncontrolled hypertension and poor disease management. Participants were allowed five minutes 
at the end for questions and concerns. Healthy snacks and water were provided at each of these 
sessions. There were no other incentives for participating. At the end of the education sessions, 
brief huddles involving team members present were conducted and recommendations were 
developed during these hurdles. These recommendations will later serve as a platform for how 
the health ministry will continue over the next few years. These recommendations were shared 
with the senior administrative staff appointed to oversee the project. 
Stakeholders and Resources 
 
The project leader provided her time in-kind donation. Additional human resources 
included team members and their time, commitment and knowledge. These resources manifest 




as time spent by team members on electronic support, emails, text messages, phone calls, and 
feedback between team members and senior leadership. The project leader absorbed paper and 
printing costs while space, electricity and other housing supplies were provided by the church. 
The direct stakeholders of this project include the church community and the local African 
immigrant community. As church members become knowledgeable about chronic disease 
prevention, this knowledge will extend beyond the church community into the local community 
where the impact will be make positive changes in the lives of its members. The indirect 
stakeholders including other churches and the local community clinic will directly benefit from 
this knowledge. As other churches engage in this knowledge, the local community clinic will 
also benefit from this as disease prevention education will be easily delivered and reinforced to 
the larger African community. Keeping in mind that this SCP is grounded in CBCAR, 
knowledge is therefore related to power and that power is related to change. An assumption that 
wisdom surrounding solutions to health problems and systems inadequacies resides in the groups 
of people most affected by the concern. 
Data Collection and Analysis 
 
The data for this project was collected through pre and post-health surveys, which is 
mostly quantitative in nature. However, additional health ministry member’s feedbacks are about 
the mission and scope of the committee and informal feedbacks are available through qualitative 
measures. The date was analyzed using SPSS 21.0 software to determine changes in knowledge 
scores. Initially descriptive statistics were analyzed to understand existing patterns and 
demographics. The non parametric inferential statistic was used to understand change in 
participant’s knowledge on health care topics.  Qualitative feedback from team members was 
understood through content analysis. 






The evaluation for this project is an ongoing process. Since this is a community-based 
project, ongoing evaluations are occurring through team member meetings and hurdles. To 
ensure each community member has a voice, feedback from surveys has provided this avenue. 
Continuous feedback from each individual church member along with team members under the 
guidance of senior administration from the church will continue to inform the project and health 
care ministry. 






The purpose of this systems change project was to initiate a healthcare ministry in a small 
African American suburban church and educate its members on health, wellness and chronic 
disease prevention. Project aims were to (a) develop a partnership among the health education 
team and the church (b) provide ongoing education about major chronic diseases; (c) increase 
participant’s knowledge about community resources and the ability to access them. The 
following research question guided the study: How does the initiation of a faith-based healthcare 
ministry and education on chronic illness change the knowledge level in a faith based 
community? 
Launch of the Faith-based Health Care Ministry 
 
This faith-based healthcare ministry was initiated as a way to increase the knowledge of 
members of the congregation of chronic disease prevention and educate them about health and 
wellness.  Initially, the primary investigator identified the need for increasing congregation 
members’ knowledge about chronic diseases that are quite prevalent in the community. The 
vision included initiation of healthcare ministry inviting community members who are also 
healthcare workers. This vision was shared with two registered nurses within the congregation 
who agreed that the church did in fact need a health ministry. The senior pastor was subsequently 
approached with this vision in August 2014. Senior leadership granted approval for the 
implementation of the ministry in September 2014 after they reviewed a proposal with detailed 
description of the goals, outlook and expectations of the ministry. Once the proposal was 
approved, a church administrator was assigned to oversee the project and report back to the 
senior pastor. A third registered nurse and a community mental health worker were added to the 
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ministry to make it interdisciplinary and more robust. On January 18
th 
2015, the second meeting 
of the newly formed ministry was held during which the following mission statement, vision and 
core values of the ministry were outlined: 
Mission Statement: The Community Church Health Ministry is committed to enhancing 
the health and well-being of the church community through education, advocacy and mentoring. 
Vision Statement: To improve the health and wellness of the church community. 
 
Core Values: The Church Health Ministry will strive to create the model of service 
leadership in our relationship with the church community and senior leadership. This model will 
task the members to embody the qualities of: 












Community Church Health Ministry Mandate: “Don’t you realize that your body is 
the temple of the Holy Spirit, who lives in you and was given to you by God? You do not belong 
to yourself, for God bought you at a price. So you must honor God with your body” 1 
Corinthians 6:19-20 (NTL). Under the guidance of the church pastor 1 Corinthians 6:19-20 
(NTL), the healthcare ministry will focus on meeting the health care needs of the congregation 
by providing health promotion and chronic disease knowledge. This group will not engage in 
clinical practice, nor will it provide any mental or sexual health counseling. This group will 




advocate and mentor congregation members’ health care needs through active listening, 
exchange of ideas and knowledge, compassion, teaching and learning. 
Data Analysis 
 
A survey was used to collect quantitative data for this study. A qualitative element was 
also utilized so participants could comment or express their views on certain topics. The 
quantitative data was analyzed by SPSS 21.0 software. Both descriptive and inferential statistics 
were utilized to understand response patterns. Since survey questions were categorical in nature, 
and it did not meet normality assumptions, non-parametric tests were performed. Survey 
questions one through four had more than two categories; therefore, they were analyzed using 
Wilcoxon Signed Ranks Test. The other survey questions six through ten had two response 
options (true/false); therefore, McNemar Test was performed to better understand the change 
before and after education intervention. 
Demographics 
 
Data were collected from a convenience sample of congregants and regular visitors to 
this suburban church. Health-ministry team members distributed 100 pre- surveys forms to the 
congregation members. Overall, 78 surveys of the 100 surveys were returned to the investigator 
for a response rate of 78%. Of this number, 48 participants took part in the education sessions for 
a total of 61.5%. Table 1 depicts the demographics of the study participants. 




Table 1: Demographics   
 















I am 18-30 years old 
I am 31-45 years old 
I am 46-60 years old 












I have high school or less education 
I have 2 year college education 
I have 4 year college education 











Years in US 
I have lived in USA less than 5 years 
I have lived in USA 5 or more years 
I have lived in USA 10 or more years 












I have medical and dental health insurance 
I have medical but do not have dental health 
insurance 
I have dental but do not have medical health 
insurance 











N = 48 
 
 
Age and Gender 
 
Of the 48 participants who took part in both education session, 39 (81%) were female and 
nine (19%) male. Inclusion criteria for the project were any church member or frequent visitor 
age 18 years and older. The age group 46-60 represented the largest number 21 (43.8%) with 
individuals 18-30 (25%) next in order. There was a small segment of elderly members of the 




congregation (approximately 5 to 10%) that were unable to participate in the survey due to 
limited English language competency. 
Education 
 
As illustrated  in Table 1, nine of the study participants 18.8% had a high school 
education or less. Twelve (25%) had an associate degree education. Twenty four participants 
(50%) held a four year degree and were the most represented group in this study. Three 
Participants with a graduate degree 6.2 % were the most under-represented group in this study. 





Figure 1.  Illustration of participants education attainment 
 
Healthcare Source of Information 
 
Participants were asked to indicate their source of healthcare information. Their results 
are illustrated in Figure 2 below. 






Figure 2: Participants sources of health education 
 
It is interesting to note that of the 48 participants in the study, majority of them listed the 
doctor’s office (24%) as their main source of health education and information closely followed 
by books (18.8%) and the internet (17.9%). Information obtained from friend (16.5%) and family 
(16.2%) came in next.  Other sources of information were noted to be 6.6%. The young adults 
were more likely to get their health education information from books and school. One medical 




As seen in figure 3, the most represented group (twenty-seven of forty-eight participants; 
56%) in this study had medical insurance without any dental component. Another fifteen 
(31.25%) had medical but no dental insurance. Six participants (12.5%) had no dental insurance 
and they were without any medical coverage. All participants had either medical or dental 
insurance but not both at the same time. 








Figure 3. Participants access to medical/dental insurance 
 
Change in Hypertension Knowledge 
 
This question evaluated participants’ understanding of high blood pressure knowledge. 
 
All forty-eight participants answered this question and results are noted to be significant. 
Table 2. 
Wilcoxon Signed Ranks Test-for Hypertension 
 
 N Mean Ranks Sum of Ranks Significance (2-tailed) 
Negative Ranks 7 11.07 77.50  
0.000* 
Positive Ranks 29 20.29 588.50  
Ties 12    
Total 48 
   
*P < 0.05 
 
During the data analysis, an interesting finding was noted. Initially in the pre-survey, 
most participants had identified high blood pressure number as 140/90 correctly. However, after 
the education intervention, most participants picked response of 130/75 in the post survey. 




Although results are statistically significant it does not indicate that participants picked correct 
responses. It is possible that after education intervention, participants identified numbers below 
140/90 as the optimal blood pressure number. As one participant put it “many people in my 
family have hypertension but we don’t know anything about how to stop it from getting bad. 
This will help us control it”. Salient perceptions of health were expressed as “fair” to “good” and 
feeling “healthy overall. Health promoting behaviors identified as being important to staying 
healthy included maintaining a good blood pressure and “following doctor’s orders” by eating 
right and “paying attention to stress level”. Another participant explained, “I don’t know much 
about diabetes and hypertension or what it does to the body, I just follow what my doctor tells 
me”.  The need for knowledge about hypertension by most of the participants is evident by these 
statements during the post intervention survey. It is also evident that most of the people surveyed 
had very little knowledge of what numbers signify hypertension. 
Daily Servings of Fruits and Vegetables 
 
One survey question evaluated the participants’ knowledge of the recommended  daily 
servings of fruits and vegetables. Once again, all forty-eight participants in the education 
sessions answered this question and results noted in Table 3 were significant. 
Table 3. 
 
Wilcoxon Signed Ranks Test-for Fruits and Vegetables servings per day 
 
 N Mean Ranks Sum of Ranks Significance (2-tailed) 
Negative Ranks 25 22.16 554.0  
0.019* 
Positive Ranks 14 16.14 226.0  
Ties 9    
Total 48    
*P < 0.05 




In the pre-survey, most participants picked the number of recommended daily vegetable 
servings to be five vegetables and three fruit servings. However, this number changed 
significantly in the post education survey where most of the participants picked five servings of 
fruits and vegetables. It is possible that after the education intervention, the paricipants were able 
to recognize the appropriate number of daily servings of fruits and vegetables giving this item 
statistical significance. 
Amount of Time for Daily Exercise 
 
The participants’ knowledge about the recommended required time for daily exercise was 
also checked.  There was a considerable change in knowledge from pre-survey to post-survey as 
illustrated in Table 4. 
Table 4. 
 
Wilcoxon Signed Ranks Test-for Amount of Time Needed for Daily Exercise 
 
 N Mean Ranks Sum of Ranks Significance (2-tailed) 
Negative Ranks 8 8.00 64.0  
0.019* 
Positive Ranks 15 14.13 212.0  
Ties 25    
Total 48    
*P< 0.05 
 
Initially, most of the participants answered this item correctly (30 minutes); however, 
post-survey, most participants picked one hour of daily exercise as a correct response.  Although, 
most participants picked incorrect response post survey, it was evident that participants 
understood the importance of exercise. The results were once again statistically significant post 
education intervention. 
Some participants expressed comments such as, “weight loss doesn’t change your life 
and eating healthy is no fun”. Barriers to engaging in a healthy life style were reflected by 




statements that are reflective of fatalistic views. Statements such as, “we are not going to live 
forever, so feel good for the moment” and “it runs in the family, so I can’t help it”. Some of the 
female participants expressed understanding for a healthy life style; yet, they expressed difficulty 
with translating knowledge into actual behavior. Additional reasons included “exercise is for 
young people, I am too old for that” plus control belief statements such as “I prayed hard in the 
past to lose weight and I lost a lot of weight”. The issue of limited resources was also cited as a 
reason to not get or stay healthy. Statements such as, “it takes money to be healthy and to eat 
well” were given by a few participants as reason to not engage in a regular exercise program. 
Normal Fasting Blood Glucose 
 
One question evaluated participants’ understanding of fasting blood sugar levels. Once again, 
all forty-eight participants answered this question and their responses are noted in Table 5. 
Table 5. 
 
Wilcoxon Signed Ranks Test-Knowledge Change for Fasting Blood Glucose Level 
 
 N Mean Ranks Sum of Ranks Significance (2-tailed) 
Negative Ranks 16 16.63 266.0  
0.137 
Positive Ranks 12 11.67 140.0  
Ties 19    
Total 48    
*P > 0.05 
 
During the data analysis, it was interesting to find that in the pre-survey phase, about half 
of participants identified a normal fasting blood sugar to be 100 and above. This number did not 
change much in the post survey as the same number of participants picked 100 and above as the 
correct number indicating no significant change in knowledge level about optimal fasting blood 
level post education intervention. Therefore no statistical significance was noted pre-and post 
education intervention. As one participant explained, “I don’t know much about diabetes and 




hypertension or what it does to the body, I just follow what my doctor tells me. But I think the 
years I spent in the refugee camp during the war, and bad food caused my diabetes and 
hypertension”. Participants’ feedback indictes that more education is needed in this area. 
Anxiety and Depression can be Treated 
 
Two question participants were asked to complete related to anxiety and depression and 
that both mental health conditions can be treated. Only dichotomous (true/false) options were 
available and illustrated in Table 6. 
Table 6. 
 
McNemar Test for Anxiety and Depression 
 
  Anxiety   Depression  
 Pre-Survey Post Survey Significance Pre-Survey Post Survey Significance 
True 72 43  
0.063 
74 46  
0.50 
False 6 5  4 2  
Missing 0 0  0 0  
Total 78 48  78 48  
*P > 0.05 
 
During the pre--survey phase, of the 78 participants who responded to this item, 72 
participants agreed with this statement while six participants did not agree. Similarly, post- 
survey of the 48 participants who responded to this item, 43 agreed with the statement while five 
participants did not agree. As noted, there is no appreciable change (from six to five). Therefore, 
the score for this item was not statistically significant (p = 0.063). 
Similar results were seen in participants’ responses to whether depression can be treated. 
Pre-survey results indicated that 74 persons responded that depression could be treated and four 
indicated it could not. Post-survey, 46 of the 48 respondents indicated depression could be 




treated and two indicated it could not. There was no appreciable change (from 4 to 2). Therefore, 
the score for this item was not statistically significant (p=.50). 
Medications can Treat Anxiety and Depression 
 
In this question, participants were asked whether medications can treat anxiety and 
depression, with true and false as available response option. Participants’ responses are 
illustrated in Table 7. 
Table 7. 
 
McNemar Test-Medications helpful for Anxiety and Depression 
 
Mental Health Treatable 
Pre-Sur vey Post Sur vey Significance 
True 68 41   
0.031* 
False 8 6   
Missing 2 1   
Total 78 48   
*P< 0.05 
 
During the pre-survey, of 76 participants who responded to this item, 68 agreed with this 
statement while eight participants disagreed. Two participants did not respond to this question. 
Post-survey, majority of the participants agreed with the statement. Therefore, change in 
knowledge was statistically significant (p = 0.031). 
Exercise, Yoga and Meditation can Help Ease Anxiety 
 
In this item, the participants were asked, whether exercise, yoga and meditation can help 
ease anxiety with a true or false as the available response options. Responses are illustrated in the 
table below. 






McNemar Test for Exercise, Yoga and Meditation can ease Anxiety 
 
Anxiety 
 Pre-Survey Post Survey Significance 
True 47 30  
0.000* 
False 30 18  
Missing 1 0  
Total 78 48  
*P < 0.05 
 
Seventy-seven participants answered this item on the pre-survey. Of these, 47 agreed 
with the statement while 30 participants disagreed. In the post-survey, 48 participants answered 
this question; 30 agreed with the statement and 18 participants disagreed. Some of the 
participants had reservations about yoga being a religious practice. Yoga, according to some of 
the participants went against the doctrines of Christianity and therefore, should not be promoted 
in the church setting. The p-value for both pre and post survey is < 0.05 yielding statistical 
significant results. 
Exercise Yoga and Meditation can Help Ease Depression 
 
Similarly, participants were once again asked whether exercise, yoga and meditation can 
be used as a means to ease depression. Their responses are illustrated in Table 9 below. 
Seventy-eight participants responded to this in the pre-survey. Of this number, 47 agreed that 
exercise, yoga and meditation can ease depression while 30 participants disagreed. As mentioned 
in the previous section on anxiety, some participants were against the use of yoga in this setting 
stating that it was against the doctrines of Christianity. After the education intervention, it 
appears that there was acceptance of yoga and meditation as noted in Table 9 above which 
reached statistical significance. 






McNemar Test for Exercise, Yoga and Meditation can Ease Depression 
 
Depression 
 Pre-Survey Post Survey Significance 
True 74 30  
0.000* 
False 4 17  
Missing 1 2  
Total 78 48  
*P < 0.05 
 
Most Mental Health Conditions are Treatable 
 
The survey participants were asked, whether mental health conditions are treatable with a 
true or false as available response options. Participants’ results are reported below in Table 10. 
Table 10. 
 
McNemar Test-Mental Health is Treatable 
 
Mental Health Treatable 
Pre-Sur vey Post Sur vey Significance 
True 45 31   
0.000* 
False 32 16   
Missing 1 1   
Total 78 48   
*P< 0.05 
 
Seventy-seven participants responded to the item in which 45 agreed that the mental 
health was a treatable condition while 32 participants disagreed with this statement. Some study 
participants commented and agreed with this statement based on their traumatic personal 
experiences suffered during the 10-year civil war in their home country. Statements such as, “the 
war did a lot of things to our minds” and “life in the refugee camps was rough; I watched the 




rebels rape my baby sister then me. I will take medication to forget all that in my head”. Such 
traumatic experiences could not only affect individuals mentally, but also their overall physical 
health. Change knowledge score for this item was statistically significant. 
Effectiveness of the Education Intervention 
 


















Figure 4. Participant’s feedback on effectiveness of education intervention. 
 
As illustrated in and Figure 4, 75% of the participants thought the education sessions 
were helpful while 18.8% rated the sessions as very helpful with 6.2% rating as not helpful. It 
appears, overall dissemination of knowledge on health care topics was seen as valuable. 
Education interventions to increase health-related knowledge among this population are critical 
in preventing illness leading to disability and early death. Health education/promotion is 
therefore imperative in communities of color. Moreover, participants of this faith community 
have the possibility to not only receive potentially lifesaving messages, but also to disseminate 
health education to others in the community. 




Return on Investment Calculation 
 
This study has a favorable return on investment as illustrated in the table below. 
Table 11. 





































Kaiser Family Foundation, 
e




Ten outpatient visits prevented: ROI = ($16670-$ 3,314)/$ 3,314 x 100 = 403% 
One serious injury prevented: ROI = ($6700-$ 3,314)/$ 3,314 x 100 = 102% 
Serious injury leading to death: ROI = ($200,000-$ 3,314)/$ 3,314 x 100 = 5935% 
Experts agree that investing in prevention strategies in the management of chronic 
diseases can indeed improve health outcomes across populations and decrease healthcare 
Item Description Cost Total 
DNP Student-NP Time based 
on salary (includes benefits)
a
 
$75x 20 hrs $1,500 
Registered Nurses Time based 
on salary (includes benefits)
b
 
$50x 10 hrs (x 3 RN’s) $1,500 
Mental Health Worker Time 




$21.44 x 10 hrs $214.00 
Paper Products
a
 $100 $100 
Church Space* In kind donation $0 
Overhead Costs* In kind donation $0 
Grand Total $3,314 $3,314 
Item Description Benefits Total 
Hospital charge per day
d





$ 1,667 per visit 
 
$1,667 per visit 
Serious Injury
e
 $67,000 $67,000 
Cost of a Life $200,000 $200,000 
Grand Total $ 270,339 $270,339 
 




costs across the board (Agency for Healthcare Research and Quality, 2008). Nuckolos et al. 
(2011) found that the cost of care for improved diabetes control was $830.39 annually as 
opposed to $503.38 for those with poor disease control, but calculated the cost effectiveness 
ratio to be $44,869 per quality adjusted life year (US dollar) for those with controlled diabetes 
based on their HgbA1C <8 percent. 
The ROI of the entire project is greater than zero, so investing in this program by the 
implementation of the health ministry would be a good investment (benefits far outweighs the 
risk) for the church and local community. As one can see from the calculations, the benefits of 
the health ministry will outweigh the costs of individuals presenting for treatment for chronic 
diseases and serious injury. Moreover, the cost for most chronic diseases is more expensive 
than the implementation of the health ministry. 






Healthy People 2020, clearly identifies that blacks in America account for only 15.2% of 
the population in the US, yet as a community, have the poorest health status indications in the 
nation (Xu et al., 2010). If as a group health status indicators are to improve for the black 
population, faith-based ministries can play an important role in improving the health of 
communities through education and member engagement. In particular, black churches serve 
many social, organizational, and religious functions, offering unique opportunities for promoting 
healthy behaviors (Baruth, Wilcox, Laken, Bopp, & Saunders, 2008). The purpose of this 
systems change project was to launch the health ministry in a small suburban church that serves 
mainly African Immigrants to educate its congregation on health, wellness and chronic disease 
prevention. 
The results of this study provided evidence that health ministry can play a role in 
engaging communities of faith and play a role in health promotion and preventive health 
initiatives. The results also provided some implications for researchers and practitioners focused 
on community-level strategies. 
Implications 
Community Based Collaborative Action Research 
This SCP initially started as an individual DNP project to launch a health ministry in a 
local church. Over time, it evolved into a team led approach within the framework of CBCAR. 
With the initial IRB application, the number of study participants to be recruited was 30. The 
IRB application requires very rigid guidelines that must be pre-established; however, CBCAR 
are fluid processes that yield to community will and often are unpredictable. Since this project 




was based on CBCAR framework, a priori estimation of participants would only be an estimate. 
A total of 78 and 48 pre and post surveys were returned respectively. As the study turned into a 
community based project, IRB amendments were obtained. Difficulty in inherent tension 
between traditional research methods and CBCAR created stress and team friction but it delayed 
the project as the study was placed on hold while the group awaited for the IRB’s response to the 
amendment. This inherent difficulty and tension between basic research and CBCAR framework 
needs to be addressed by IRB members and experts as rigid methods do not translate well in 
community where consensus are reached through dialogue and compromises. 
With this number of participants, the team struggled with the planning phase as not all 
team members were on board with the DNP researcher. Disagreements occurred in terms of 
education topics to deliver and timing of the ministry launch. Moreover, due to the lack of 
agreement between team members on education topics as well as other logistics of the ministry, 
the team was unable to distribute another survey as the group could not agree on what needed to 
be done. Additionally, with the abandonment of the original plan of launching the ministry on a 
Sunday versus on a Thursday after bible study, it was not feasible to get another survey post 
intervention. This forced the team to administer only one pre-and one post intervention survey. 
Participants’ Engagement 
Gender differences were evident among study participants. For example, more women 
were interested in and sought information on eating healthy foods and on exercising. This might 
be attributed to their role as care-takers for their families and their desire to maintain a healthy 
family. It is a well-known fact that eating well and exercising reduces obesity, which is a major 
health risk among African Americans (Austin, & Harris, 2011). 




The women in the study shared pride in providing information on health attitudes, beliefs, 
and intentions to engage in health related behaviors with community. They expressed concern 
that too often health educators fail to determine what the community members already know or 
even what they want to know and why “Africans behave the way they do”.  The researcher 
sensed distrust and unwillingness by some participants to participate in the study even though 
this was a voluntary study. For example, one senior leader stated “I will take this to the elders 
and discuss the questions” but the survey was never returned. Another study participant stated, 
“getting a degree does not make you an expert in other people’s lives and health”.  Perceptions 
and opinions were freely expressed. The women and young adults expressed a value for health; 
health concerns related to hypertension, heart disease, obesity, and strokes were freely shared. 
Some of the participants had reservations regarding the promotion of yoga as a means of disease 
prevention and emotional health promotion in the church setting. Some believed that yoga goes 
against Christian doctrines and as such, should not be promoted in a church setting. One can 
agree with this; however, given all the known benefits of yoga in disease and anxiety prevention, 
clinicians should find a way of promoting this concept by offering yoga as a stretching exercise 
to ease anxiety and depression versus as a mental health alternative. 
Source of Health Information 
 
The most significant finding from this study indicates how study participants get their 
health education. The majority of study participants receive their health education from doctor’s 
offices followed by books. The study’s findings supports the findings of a Pew Research study 
(2008) that lists doctors and other medical professionals as the most common source of health 
and medical information for most immigrants. It is important to note that family and friends are 
not at the top of the list for source of health care knowledge. Therefore, it cannot be assumed that 




because African immigrants have strong ties with family, friends and community that it 
translates into the source of receiving health care knowledge. These finding has implications for 
nursing practice at the bedside, public health nurses in the community, and Advanced Practice 
Registered nurses in the clinics when delivering health education and health promotion activities. 
In each of these situations, nurses are poised to empower clients to take proactive actions to 
promote the positive aspects of their lives. When individuals are empowered, they have the 
ability, awareness, knowledge, and competency to take actions to get to their health promotion 
goals; it provides tools for self-care. 
Change in Knowledge 
 
The core concepts stressed in this study were about healthy living, and managing chronic 
conditions. Change in knowledge was measured for wellness and chronic disease conditions. 
After providing education about hypertension, stroke, daily fruit and vegetable intake, and 
exercise requirements, change was measured through pre-post surveys. Informal conversation 
and education provided glimpse about mental health topics such as anxiety and depression, effect 
of medications on anxiety, the effects of exercise, yoga and medications on anxiety. 
Healthy Behaviors and Wellness Attitudes 
 
Study participants expressed the need for better nutrition education, which included 
healthy African foods or ingredients in their daily meals. Participants also wanted to know how 
to prepare food using healthy alternatives to African ethnic foods. Participants wanted more 
understanding of foods and behaviors that would prevent hypertension and diabetes from 
“forming” or becoming “hard to treat” conditions.  Beliefs and attitudes drove the lack of 
knowledge for some participants. Most expressed the correlation between being health and by 




exercising on a regular basis and chronic disease prevention but are unable to exercise due to 
lack of time and motivation. 
Although individuals’ attitude can indeed play a role in one’s wellbeing, we must not lose 
sight of the fact that access to care does play a major role in the thoughts, beliefs and actions of 
people. Access to health care as proposed by Wang et al. (2013) is determined by environment 
including health care system and external environments, population characteristics, which 
include predisposing characteristics such as demographic factors, community and personal 
enabling resources, income, health insurance, health needs and race/ethnicity. Racial and ethnic 
disparities for access to care persist or have even worsened during the past few years (Wang, Shi, 
& Zhu, 2013). The IOM report “Unequal Treatment” in 2003 discussed the shameful legacy of 
discrimination and racism that has plagued the American healthcare system for decades. In this 
report, the researchers found that even when socio-demographic factors, insurance status, and 
clinical needs were controlled for, racial and ethnic health care disparities remained. Remaining 
disparities were attributed to factors such as discrimination and the health care system and the 
regulatory climate in which it operates (Smedley, Stith, & Nelson, 2003). Underlying social and 
economic conditions affects populations of color as much as individual behaviors, access to 
health care, and genetics. For example, the MDH’s data on health disparities (2012), lists racial 
discrimination as a major factor in socioeconomic opportunities and mobility. Lack of access to 
jobs offering insurance is more of a problem for minority groups than any other group. 
Minorities are largely employed in low-wage jobs, in which insurance coverage is either 
unavailable or unaffordable. Also, restrictions on legal and undocumented immigrants’ access to 
public health program such as Medicaid contributes to their lower rates of insurance (Blanton, & 
Hoffman, 2005). 




Apart from the view that health inequalities represent societal injustices, they are also 
harmful from an efficiency viewpoint. Accounting for both direct costs (medical spending) and 
indirect costs, costs (low productivity due to illness and premature death), studies have found 
that health inequalities costs the United States $ 1.24 trillion between 2003 and 2006 (Bleich, 
Jarlenski, Bell, & LaVeist, 2012). From the social justice point of view, access to basic medical 
care by the people who need it the most; and equal treatment for all should be made accessible to 
all citizens. Interventions to expand insurance coverage and the Affordable Care Act are 
expected to contribute to reducing disparities in access to care. However, to further access care, 
targeted interventions and assistance must be given to those who are of poorer health status (Zhu 
et al., 2013). In addition, culturally competent care that ensures that all patients receive high- 
quality, effective care irrespective of cultural background, language proficiency and social 
economic status should be provided. 
Chronic Conditions 
 
Hypertension and diabetes are very prevalent in this community and remains a huge 
concern for public health. This fact is evident in the number of study participants, who despite 
identifying the correct numbers for hypertension in the pre-survey phase, were still unable to 
pick the correct numbers post intervention education. Not surprisingly, people were also unable 
to distinguish normal fasting blood sugars numbers from one indicative of diabetes due to similar 
attitudes and beliefs of the participants. Despite national efforts to increase awareness, the 
availability of anti-hypertensive therapy and public health efforts to improve lifestyle, African 
American populations remains marginalized (Carter-Edwards et al., 2014).  This marginalization 
perhaps occurs because awareness campaigns do not use community-based interventions and 
education is not provided in a cultural context. Moreover, strategies are typically not effective at 




reaching minority groups who may be socially and linguistically isolated from mainstream 
campaigns and programs (Arista et al., 2014). As a result of this, the CDC in an effort to reach 
minorities and underserved populations has implemented the use of Policy, Systems, and 
Environment (PSE) improvement approach for prevention (Arista et. al, 2014). PSE 
improvements aim to make large, population-wide impact to prevent chronic diseases. Funded 
through the CDC’s Racial and Ethnic Approaches to Community Health (REACH), PSE 
improvements takes place in schools, faith-based organizations, cultural or language schools and 
refugee community centers with focus on community health education (Arista et al., 2014). 
Mental Health 
 
Most participants in both pre and post survey questions agreed upon medication as an 
effective means of treatment for anxiety and depression. The main reason that leads people to not 
seek medical treatment for mental health issues and other medical conditions has to do with lack 
of health insurance. Majority of the participants it turned out worked either part-time basis or 
with agencies that provide little or no insurance coverage. Health disparity among populations of 
color is a well-known fact. According to the MDH (2012), populations of color and American 
Indians in Minnesota lags far behind compared to other states in terms of overall health of its 
minority populations. 
Indeed, mental health problems, such as depression, anxiety, and alcohol and drug abuse, 
are among the most common and disabling health conditions worldwide (Patel et al., 2013). 
When these conditions are not effectively treated, they can impair self-care and adherence to 
medical and mental health treatments and are not only associated with increased morbidity and 
mortality, but also increased health care costs, and decreased productivity (Patel et al., 2013). 




Although effective treatments exist for most common mental health problems, yet, very few 
patients have access to such treatments (Patel et al., 2013). 
Recommendations 
 
Education Intervention through Faith-based Ministry as a Change Strategy 
 
It is evident from the post-education survey that there was indeed change in knowledge 
about topics covered for most of the study participants. Approximately 18.8% of study 
participants reported that the education program was very valuable and recommended that it is 
offered on a continuing basis. This was followed by a large percentage 75% who thought this 
was helpful. About 6.2% of the participants did not find the education sessions helpful. 
Interventions to increase knowledge among this population can be valuable in preventing 
illnesses leading to disability and early death (Lewis-Washington, & Holcomb, 2010). A large 
body of literature has identified the black church as a vehicle for health promotion and disease 
prevention (Aponte, Cruz, & Samuel, 2013; Carter-Edwards et al., 2014; Gore, Williams & 
Sanderson, 2012). Findings from this study are similar to other studies in the literature. For many 
years, the faith- based communities have not only provided social services and participated in 
community development; they also have been shown to be very effective in facilitating health 
promotion programs (Aponte et al., 2013). Such interventions might hold promise for reducing 
health disparities for racial and ethnic groups. In particular, black churches serve many social, 
organizational and religious functions, offering unique opportunities for promoting healthy 
behaviors (Baruth, Wilcox, & Laken, 2008). Recent literature suggests that low socio-economic 
populations tend to have low responses to traditional health education programs. However, 
health education programs held in religious institutions have resulted in improved health among 
communities of color (Lewis-Washington, & Holcomb, 2010). This study supports these 




findings. The black church as it stands is the only institution that has consistently served the 
interest of the African American community (Rowland, & Isaac-Savage, 2014). Furthermore, 
since social justice appears as a theme and concern in the traditions of many churches, it is only 
appropriate that, among other things, the church should address the issue of health education and 
interventions (Rowland, & Isaac-Savage, 2014). Truly, the church is a unique institution because 
it can empower its members spiritually, resulting in the adoption of new beliefs (Austin, & 
Harris, 2011). Because of this ability, the black church may create an empowering environment 
to address the myriad of health issues its members and the African American community 
confronts (Austin & Harris, 2010).  Individuals involved in faith communities may receive 
additional and or unique benefits in terms of social support (Holt, Wang, Clark, Williams, & 
Schulz, 2013). Furthermore, research on health problems in faith-based organizations produces 
some interesting results. Of all aspects, primary prevention was part of 50.9% of the programs, 
general health maintenance 25.5%, cardiovascular health 20.7%, and cancer 18.9%. (Nordtvedt, 
& Chapman, 2011). The general outcomes of these studies demonstrated significantly reduced 
cholesterol and blood pressure scores, weight loss, decreased disease symptoms. When the 
leadership of the church connects these positive values and aligns them with the mission of the 
church, promoting overall health and wellness, body, soul and spirit, it can have a great impact in 




This project showed significant improvement in health education and disease prevention 
in a small suburban church serving a segment of the local community. However, some 
limitations are noted. Power analyses were not performed. The homogeneity of the population 




sample makes it difficult to apply the findings to the general population. Moreover, the research 
was conducted in one church where education and access to health coverage may not be 
reflective of the general population of African immigrants. One of the greatest obstacles 
encountered by the researcher in this study is the lack of cooperation of key members of the 
health care team to commit to the original research plan and topics. 
Implications for Practice 
 
The translation of research into practice through the use of evidence based practice 
guidelines is an essential, yet complex process (Longley, 2012). The results of this study have 
great implications for faith-based professionals as well as public health nurses and community 
health workers. Faith-based ministries have the potential to implement effective interventions on 
an ongoing basis. The importance of engaging multiple sectors in disease prevention is 
emphasized in Healthy people 2020 (USDHHS, 2012) and previous research have shown that 
churches in general have been valuable partners in delivering initiatives (Bopp, & Webb, 2013). 
Potential health promotion and preventative approaches, environmental and policy changes and 
individual behavior change strategies can be adapted to be delivered in faith-based communities 
and result in effective health outcomes and a reduction in chronic health conditions (Bopp, & 
Webb, 2013). This is imperative as even with the passage of the recent health care reform, health 
care costs are not likely to stabilize to a significant degree. 
Nurses and other healthcare providers that provide care at the bedside and in the 
community are in the forefront of disease prevention and health promotion through effective 
patient education and engagement. This study indicates that clinicians play a central role in 
health care by providing knowledge. Since African immigrant population sees health care 




clinicians as experts in health promotion, their counseling is sought and accepted. Therefore, a 
clear message about wellness and chronic disease management is needed for this population. 
Advanced practice nurses can play a vital role in facilitating evidence based practice. The 
ability of the APRNs to collaborate with patients, families and multiple members of the health 
care team is necessary for optimal patient care and health promotion. As a group, APRNs have 
the potential to not only impart life saving messages, but to disseminate health information to 
people who are in desperate need of this information and education. Community based education 
including one provided in faith-based organizations is imperative for most communities of color 
where there is a huge gap in education regarding prevention and effective disease management 
and delivery of care. This is an ideal opportunity for advanced practice nurses to utilize the 




This study had a small sample size; therefore, study replication is advocated. Future 
research will need to broaden the population focus by comparing the effectiveness of health 
intervention through faith communities and other community sites. Program evaluation of the 
effectiveness of the intervention needs to be done in the future, factoring costs to the 
congregation and the community. In order to have health promotion and wellness be an integral 
part of faith-based communities, it is important for the church leadership to understand the exact 
nature of the need that their congregation is healthy. A long-term goal of this project is to create 
a ripple effect of chronic disease knowledge to impact higher death rate and disease 
complications that are endemic to African Americans. Health promotion will be attained in the 




form of empowerment to obtain control over the social determinants of health and thereby 
improve the health of those involved. 
Conclusion 
 
The faith-based communities have the potential to provide a significant amount of 
support for health improvement and health promotion, wellness and disease prevention in a 
culturally sensitive manner and religious context. Nurses are therefore in a unique position to 
collaborate with community workers to continue research in the area of disease prevention and 
healthcare management. Advanced practice nurses should position themselves to develop the 
skills to lead, teach and serve as health care innovators in the area of disease prevention and 
wellness. It is therefore imperative that wellness behaviors and disease prevention practices be 
deeply imbedded in our societies and amongst groups through faith-based ministries. This can be 
achieved if faith-based organizations are engaged to lead the charge towards this goal by keeping 
all Americans healthy. 
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Assumptions of CBCAR 
 
 
Source: Pavlish, & Pharris, 2012. 
 
 
1. All living things are part of one unitary participatory whole 
 
2. Change is transformational and unpredictable 
 
3. People and communities have the best insight into their own situations 
 
4. For nurses, social justice is a mandate to identify and address inequalities and address 
Inequalities and threats to human rights, freedom, and capabilities. 
5. The purpose of research is to address inequalities and promote human flourishing 
 
6. Nurses enter into partnership with communities to understand patterns of health. 
 
7. Patterns reflect the dynamic interaction of people and their environments. 
 
8. Pattern recognition organizes meaning 
 
9. Dialogue centered on meaning gives rise to unforeseen learning and action potential. 




Appendix B: Pre-Survey 
 
Please circle one answer. 










On average, how many servings of fruits and vegetables are needed every day 
Five vegetables, three fruits 
Two vegetables, three fruits 
Three vegetables, two fruits 
None of the above 
 
 




None of the above 
 
 
Normal fasting blood glucose is 
100 and below 




None of the above 






True or False (Please circle one) 
 
Anxiety is a health care condition, which can be treated: True False 
Depression is a health care condition, which can be treated: True False 
Medications can treat anxiety and depression True False 
Exercise, yoga and meditation can help ease anxiety True False 
Exercise, yoga and meditation can help ease depression True False 
Most mental health condition are treatable True False 
 
 






Other (please specify):    




Appendix C: Post-Survey questions 
 
 
Please circle one answer. 






None of the above 
 
 
On average, how many servings of fruits and vegetables are needed every day 
Five vegetables, three fruits 
Two vegetables, three fruits 
Three vegetables, two fruits 
None of the above 
 
 




None of the above 
 
 
Normal fasting blood glucose is 
100 and below 
100 and above 
 
120 




None of the above 
 
 
True or False (Please circle one) 
 
Anxiety is a health care condition, which can be treated: True False 
Depression is a health care condition, which can be treated: True False 
Medications can treat anxiety and depression True False 
Exercise, yoga and meditation can help ease anxiety True False 
Exercise, yoga and meditation can help ease depression True False 












Please circle one: 
 
I am 18-30 years old 
I am 31-45 years old 
I am 46-60 years old 
I am older than 60 years 
 
 
Please circle one: 
 
I have high school or less education 
I have 2 year college education 




I have 4 year college education 
I have graduate degree 
 
 
Please circle one: 
 
I have lived in USA less than 5 years 
I have lived in USA 5 or more years 
I have lived in USA 10 or more years 
I have lived in USA 15 or more years 
 
 
Please circle one: 
 
I have medical and dental health insurance 
 
I have medical but do not have dental health insurance 
I have dental but do not have medical health insurance 
I have no dental and medical insurance 
 
 




Not helpful at all 
 
 



























Please provide any feedback and comments you have about this education session. Also, please 
provide any other suggestions you may have for future sessions: 
